The Review of 
Gastroenterology 


OFFICIAL . {age PUBLICATION 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION 


PANEL DISCUSSION ON MANIFESTATIONS 
IN GASTROINTESTINAL DISEASES 


Psychosomatic Involvements in Gastrointestinal Cases 
Cardiac Manifestations of Gastrointestinal Disease 
Diabetes Mellitus and Gastrointestinal Disease 


Tuberculosis in Gastrointestinal Cases 


Report of the Committee on Standards and Ratings — Page 120 


Fourteenth Annual Convention 


Boston, Mass., 24, 25. 26 October 1949 


VOLUME 16 NUMBER : 


} 
WP) 
| 


Low\ cost 
effective 


| MALE HORMONE THERAPY 


“Much smaller doses of androgen can be given if it is slowly 
absorbed in the mouth (than by ingestion ) as the drug goes directly 
into circulation, thus preventing large amounts of the drug being 
destroyed in the liver.”! 


This efficient absorption is made possible by the Metandren Linguet 
— specially designed to dissolve slowly in the space between check 
and gum or under the tongue. As a result, the dosage of methyl- 
testosterone need be only about one-half that required when this 
male sex hormone is ingested in tablet form. 


Adult maintenance dosage is from two to four 5-mg. Lineuets daily. 
Most children need only one-half to one 5-mg. Linguet daily. 


@ Literature on request. 
1. Tlabel, J. M., Va. Med. Monthly, October 1945. 


Merranpren Lincuets, 5 mg. (white) scored; 10 mg. Cvellow) scored — 
in bottles of 30, 100 and 500. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


METANDREN, LINGUETS Frade Marks Reg. U.S. Pat. OFF, 


\ 
/ 
) | 
\ 
(NY | 
—— 
| 
if 
(| METANDREN LINGUETS 
| 
\ \ f), ) 
| 
| it 
\ ON 
& 


pavatrine with phenobarbital 


(8-diethylaminoethy! fluorene-9-carboxylate hydrochloride) 


Parasympathetic nerve tissue, smooth muscle fiber 


central nervous excitation—all three contribute t 


the syndrome « f gastrointestinal spasticity 


The musculotropic-neurotropic effects of the synthetic 
antispasmodic, Pavatrine, combined with the 

sedative action of phenobarbital, provide a valuable 
adjunct in the management of the symptoms of s¢ 


sticity. 


Indicated in gastrointestinal spasm, dysmenorrhea, 


spasm of the urinary bladder and related condit 


Pavatrine is the registered trademark of G. D 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 


| 
Fy 
. 
Seale hicago 89, Illinois 
Aindly mention the hie» ritiy { 


iliary “thaw” 


In noncalculous cholangitis, stasis within the com- 
mon duct often underlies ascending infection. Inflam- 
mation and narrowing of the lumen fosters partial 
obstruction and accumulation of purulent matter. The 
dynamic action of Decholin Sodium and Decholin— 
hydrocholeresis—overcomes this biliary stasis. Under 
hepatic pressure copious, watery bile sluices down the 
biliary ducts like a spring thaw, carrying off pus, 
debris, mucus and stagnant bile. With drainage thus 
re-established the systemic response is improved. 

Therapy should be initiated with small, progressively 
increasing doses of Decholin Sodium given intraven- 


ously, followed by a course with Decholin tablets. 


Decholin 


brand of dehydrocholic acid 


Tablets of 3). gr. in bottles of 25, 100, 500, and 1000, 


Decholin Sodium ™ (brand of sodium dehydrocholate) in 20% 


aqueous solution, ampuls of 3 ce., § ce., and 10 cc., boxes of 3 and 20 


DLECHOLIN and DECHOLIN SODIUM, trademarks reg. US, and Canada 


AMES COMPANY, INC, 


ELKHART, INDIANA 


Kindl 


370 
/ 
\ 
| | ad 
i 
3 
mention the Review when writing {dvertiser 


The REVIEW of GASTROENTEROLOGY 
(INCORPORATING THE AMERICAN JOURNAL OF GASTROENTEROLOGY ) 
The Pioneer Journal of Gastroenterology, Proctology and Allied Subjects 
in the United States and Canada 


NuMBER 5 


Kditoria 
General Inforn 


Panel Discussion on Manifestations in Gastrointestinal Diseases: 


Case 


M.D. 


Owned and published monthly by the Nationai Gastroenterological Associatic 


yn, Inc. 


I:ditorial Office: 146 Central Park West, New York 23, N. Y. Business Office: 1819 
Broadway, New York 23, N. Y. Copyright, 1949, by the National Gastroenterological 
Association, Inc. Subscription rate, U. S., Pan-American Union: One year $5.00, two years 
$9.00 (foreign $7.00, $13.00) Single copy: $.50. Reentered as second class matter, Feb- 


l 
ruary 24, 1947, at the Post Office at New York, N. Y., under the act of March 


3, 1879. 


Index to Advertisers 


Ames Co. Inc 1 Tobacco Co 
American Agar Chemical ¢ 14 o.. Ine 
Bischoff Ernst Co Ir 14 ndovz cal Works 

Carel Laboratories 

Ciba Pharmaceutical Products, Ine Or Swift & Co 

Coca-Cola Co 43 Treasury 

Endo Products, Inc 44 Van Patten Pharmaceutical Co 
Hoffmann-La Roche, Inc 3 Warner, Wm. R 

Knox Gelatine Whittier Laboratori 

Lannett Inc The $4 Winthrop-Stearn Lin 


National Drug ¢ The Wyeth, Inc 


371 

CONTENTS Page 
Diabetes Mellitus and Gastroimtestin dise Herman O. M thal, M.D. 381 
Puberculos Gastromtesti Case Carl Mu nheim, M.D. 384 
Psvchosomat Involvements in Gast test Case Ru 1. Gerber, M.D 387 
Cardi Manifestation f Cast test disease Harold Kk. B. Pardee, M.D. 395 
The Modus Operand { Car t 
Freder Dan 1, i kdgar A. Fergusor $11 
\ Survey of Gastromtestinal Clr Clin for Gastrointestinal 
Sigurd W. J n, F.A.C.P.; Donald C. ¢ 
Felix Gunha, M.D., 
re Lou r VD 1D BS $20) 
Abst $30) 
Book Re cw Lie 
360 
444 
$46 
3rd Cover 


in peptic ulcer therapy 


( RESMICON ) ™™ the combination of ion-exchange polyamine resin and gas- 
tric mucin, is a new and significant advance in ulcer therapy. Unlike the host of 
ordinary “antacids,” Resmicon utilizes new principles for the relief of pain and 


control of damage in peptic ulcer. 


(RESMICON ) furnishes a non-toxic, non-absorbable ion-exchange polymer, or 
resin, Which does not “neutralize” or “buffer” hydrochloric acid, but simply 
takes it out of action. At the same time it inactivates pepsin. Pain and distress 


are thereby rapidly controlled. There are no side actions. 


(RESMICON ) furnishes gastric mucin for protection of the eroded area by 
forming ‘a dense, tenacious coating over the gastric mucosa. Long clinical 
experience has pointed to the indispensability of mucin’s natural protective 
barrier action. But its full potentiality has hitherto been unrealized because of 


lack cf simultaneous control of gastric acidity and pepsin. 


RESMICON ) tablets relieve ulcer pain within 5 to 10 minutes. Relief is usu- 
ally complete and prolonged. Side actions usual with “neutralizing” antacids 
(rebound hyperacidity; constipation) are absent. Resmicon — an out- 


standing approach to ulcer therapy —is new and important. 


(RESMICON ) tablets contain 170 mg. specially prepared gastric mucin 


and 500 mg. anion-exchange polyamine polymer resin. Typical dosage 
in hyperacidity: Chew thoroughly 1 tablet every 3 or 4 hours, or as nec- 
essary; in peptic ulcer (acute phase): Chew thoroughly 1 or 2 tablets 
every 1 or 2 hours and 2 to 4 hours prior to bedtime. No fluids should 
be taken for a period of one-half hour following administration. 
Antispasmodics may be administered concurrently. Proper dietary 
precautions should be observed or (for routine management) | or 

2 tablets every 2 or 3 hours and after meals. 


Supplied in bottles of 84 tablets. 


Wee 
| 
& 


The Review of Gastroenterology 


OFFICIAL PUBLICATION 
of the 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
1819 Broadway, New York 23, N. Y. 


Kditorial Office, 146 Central Park West. New York 23, N. Y. 


SAMUEL Weiss, Editor 


EDITORIAL BOARD 


\nrnony Basser Harry M. 


W. LerMann 


EDITORIAL COUNCII 


F. W. Bancrort Cuevauier JACKSON Josern 

W. A. Bastepo War. C. \larks S 

I. R. JANKELSON I. SNAPPEE 
Sicgurp W. JoHNnsen 
Karz H 
Ricuarp Kovacs | 
Franz J. Lust 

Joun ¢ W. McCrurt J. “Tips 

Louis H. Gr. ORNSTEIN 

J. Conran Grorcre Pack 

Frank A. CumMMINGS Grorcr oy Upnam 

CuNHA \. Sumner Prict R. HL. Voss 

Rupotr R. EurmMann Henry A. Rarsky WrinGarten 
Max Ernnorn Martin Reuruss Lister R. 
Hyman Gotpstein Davin J. SANDWEISS Krank C. YEOMANS 


RicHarp Bauer 
Benjamin M. BernstFIN 
Turopore Brum 
Donovan 3ROWNE THOMAS 


Oviepo Bustos 


ABSTRACT STATI 


Mark S. Suaine, Chairn 


Lester L. Bower Artuur A. KircHnet 

\. |. Brenner 

Jloun EF. Cox Lionet MARKS 

LeRoy B. Deegan Jacop 

FE. Fitcu Lours K. 


Business Office, 1819 Broadway, New York 
DanieL Weiss, Managine Edito) 


STEVEN K. Heruitz Advertising Manager 


374 


Here's what throat specialists 


reported about Camel Mildness— 


a recent coast-to-coast 
reds of men and 
Camels 
for 30 
consect They 
emoked on the average of 
ks a day- 


test, hund 
women smokes 
and only Camels 

itive days: 


one to two pac 
Each Ww eek throa 
ed the throats 
a total 


t special- 
ists examin 
of these emokers- 
of 2470 careful examina- 


tions, and reported 


“NOT ONE 


~~ ‘the 


ay SINGLE CASE 


THROAT 
(RRITATION 


due to smoking 


CAMELS” 


1 test them as you 


ry Came \s ant 
convincet 


> 4 any lume. you are! 
Money Back milde si igarette 

( , package with the unuses 
Gua vantee- tull 
R. J. Rey 


plus pe 
Wins 


purchase 
nolds Tobacco Co., 


QUALILY 


Accord: 
ing to a Nationwide survey: 


iM 
ORE DOCTORS SMOKE CAMELS 


pleasure 
tent Ane 


any other cigarette 


they su 
10k ot 
1, the bran rs what ci 
named m wurette 


etwas Camel! 


375 
\ § 
. 
¥ 
H | 
4 emoke them. If. Ne 
( amels are the 
| that 
| emoked, yeturn 
| id we will refune 
ton-Salem, N.C. 
~ 
TURKISH DOMESTIC 
BLEND 
CIGARETTES 
Do 


GENERAL INFORMATION 


Contributions: Articles are accepted for publication on condition that 


they are contributed solely to THe Review or GasTROENTEROLOGY. 


Manuscripts should be typewritten double-spaced and the original 
copy submitted. Footnotes and bibliographies should conform to the 
style recommended by the American Medical Association. 


Illustrations and diagrams should carry suitable lettering and ex- 
planations. Four illustrations per article are allowed without cost to the 


author. 
News items of interest will receive due consideration. 


Reviews: THe Review or GastroeNnTero.ocy will review monographs 
and books dealing with gastroenterology or allied subjects. It may be im 
possible to review all material sent. However, an acknowledgement will 


be made in the Department of Reviews. 


The editors and publishers are not responsible for individual opinions 


expressed by their contributors, much less those given under current 


literature. 


Reprints: A price list and order blank for reprints will be sent to 


each contributor before the journal is issued. 


Manuscripts, abstracts, books for review and news items are to be 


a 
sent to the Editorial office, 146 Central Park West. New York 23, N.Y. 


Communications regarding business matters, advertising, subscrip- 
tions and reprints should be sent to the Business office, 1819 Broadway, 


New York N. 


Subseription price: U.S. and Pan-American Postal Union: one year, 
$5.00, two years, $9.00. Elsewhere, $7.00, $13.00. Single copy $.50. Mem- 
bers of the National CGastroenterological Association receive the REVIEW 


as part of their membership. 


Change of Address: Notify publishers promptly of change of address. 
Notices should be given both old and new addresses. 


The secret of Donnatal Elixir’s unusual spasmolytic 
efficacy lies in its precise balance of the principal 
natural alkaloids of belladonna, plus its minimal con- 
tent of phenobarbital * By blocking smooth mus- 
cle response to cholinergic nerve impulses, these 
alkaloids act synergetically to break the links of both 
spastic reaction; and the sedative ingredient helps : 
allay any psychogenic component ¢ Controlled somatogenic 
clinical studies — plus 

broad professional and 
experience — attest 


its value in gastro-in- psychogen ic 


testinal, biliary, uro- 


for 


spasmolysis 


plus. 
genital, respiratory, Cases 


without or central nervous 


toxicity spasm. 


donnatal 


Also available 


as elixir contains: 


Each Sce of donnotal 


Donnatal Tablets Hyoscyamine Sulfate 
0.1037 mg 
and Atropine Sulfate 
Donnatal Capsules 0.0194 mg 
Hyoscine Hydrobromide 
0.0065 mg 
Phenoborbital ('/, gr.) 
16.2 mg 


A. H. Robins Co., inc. Richmond 20, Va. EtHicat PHARMACEUTICALS OF MERIT SINCE 1878 


relax 
5 of spasm 
— 
a 


look at 
the record... 
on this 


spasmolytic 


“A most effective therapy in the relief of pain cnd spasm’? . 


“more effective than either atropine or belladonna 


“definite mitigation of pain’? ... 


[or] the synthetic[s] 
“Donnatal...may be given over a long period of time 
without any ill-effects or habit-formation”' e These 
conclusions from controlled clinical studies on Donnatal 
are a matter of published record: they reflect the wide 


professional acceptance of this superior spasmolytic. 


Each tablet, capsule, or 5 cc. of elixir contains: 

Atropine Sulfate 0.0194 mg. 
Hyoscine 0.0065 mg. 
Phenobarbital gr.) 


A. H. Robins Co., inc. Richmond 20, Va. 1. kiistein, &.:. 
Rev. Gastroenterol, 
14;171, 1947. 
» Morrissey, J. H.: 
4. Urol., 
57:635, 1947. 
3. Ricci, 


tablets + capsules « elixir 


ETHICAL PHARMACEUTICALS 


natural OF MERIT SINCE 1878 


belladonna alkaloids 
a natural 


in spasmolysis 


2 
Oe 
£ 
& 
/ 
/ 
q 
/ 
| / 
/ 
/ 


RESINAT 
| TABLETS 


The excellent response of the medical profession to RESINAT has been most 


gratifying — the profession seems to realize that RESINAT is the ideal antacid. 


In answer to the requests of many physicians, National now announces 


RESINAT Tablets in addition to Capsules and Powder. 


TABLETS | 
CAPSULES She Now 
POWDER Available 


The same rapidity of action, efficacy and therapeutic excellence 
of RESINAT Capsules and Powder are to be found in RESINAT Tablets. 


Samples and literature on request. 


Capsules Tablets 
(0.25 Gm.) (0.5 Gm.) 


RESINAT PATENT PENDING 


THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 


Pharmaceutical, 
Biological and 
Biochemical Products 

for the Medical Profession 


Manufacturers of 


| 
| 
| 
| 
| 


Advertiser 


| 
Powder 
(1 Gm.) 
‘ 
cs | 
Kindly mention the Re ritinge to 


A new sedative-hypnotic 


barbiturate 


Presidon, a new quick-acting. 

mild sedative-hypnotie for insomnia 
and nervous tension, is a pyridine 
derivative chemically different from 
the barbiturates, bromides and ureides. 
Therapeutically it diflers in the low 
incidence of usual by-effeets. Clinical 
trials show that needed relaxation 

or sleep is obtained without likelihood 
of drowsiness on awakening. 
“hangover.” excitation or headache, 
Available in scored 0.2 Gm tablets, 


bottles of 20 and 100, 


HOFFMANN-LA ROCHE INC, e NUTLEY 10 e N, J, 


Presidon’‘ 


Kindly mentio ¢ Review when criting to Advertisers 


~ 
Tass \ 
d hi 
} 
— 
‘Roche’ 
| 
\ 


The Review of Gastroenterology 


(INCORPORATING THE AMERICAN JOURNAL OF GASTROENTEROLOGY 


4 monthly journal of Gastroenterology, Proctology and Allied Subjects 


VotumME 16 MAY, 1949 NuMBER 5 


PANEL DISCUSSION ON MANIFESTATIONS 
IN GASTROINTESTINAL DISEASES 


DIABETES MELLITUS AND GASTROINTESTINAL DISEASE* 
HERMAN O. MOSENTHAL, M.D 
New York, N. ¥ 


‘TEETH 
The teeth are normal in adequately controlled diabetes. Development of 
caries and pyorrhea are often present with excessive glycosuria, polyuria and 
desiccation. The dental changes can be checked but not cured by remedying the 
polyuria and dehydration. All but emergency treatment of teeth should be post 
poned until the fluid balance of diabetics is normal for several weeks and 1s 
subsequently maintained. When this exists the teeth may be treated as in normals 
and the same results may be expected. 
SPASM 
\ painful, persistent spastic state of the esophagus is occasionally seen in 
diabetes. This follows an excessive loss of fluid. With the control of polyuria this 


symptom promptly disappears. A similar condition for the same cause may be 


found in any part of the intestinal tract. It often leads to the diagnosis of appendi- 


citis or gastric or duodenal ulcer. The differential diagnosis is usually simple if 
all the signs and symptoms are duly considered, though it must be borne in mind 
that a leucocytosis is present in both. 

StTomMAcH 

Ulcer and other gastric diseases in diabetics are not different from normals. 
It has been noted that gastric anacidity is often found in diabetics. A recent 
analysis by Paul H. Jacobson of the Metropolitan Life Insurance Company “sup 
ports the hypothesis that cancer occurs more frequently than expected among 
diabetics”; no explanation for this fact is apparent. 

Gastrectomy, gastroenterostomy or any procedure or disease which eliminates 
the action of the pylorus and allows the food to pass with undue rapidity into the 
intestine results in stepping up the rate of absorption of glucose and other foods. 
However it is glucose about which we are best informed and that concerns us 
most at this time. 
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All starches. and sugars are absorbed as glucose, fructose or galactose. No, 
or little, absorption takes place in the stomach or large gut but nearly all occurs 
in the small intestine. When the pyloric sphincter does not function, the food ts 
immediately conveyed to the small intestine. The result is that whereas in normals 
the blood sugar reaches a level of 160 to 170 after glucose ingestion, in the 
gastrectomy cases it rises to 200, 300 and even up to almost 400 mg. per cent in 
a half hour's *. This has been called the “dumping syndrome”. Some individuals 
do not react well to such a sudden rise of blood sugar and show what Glaessnet 


has termed hyperglycemic shock: nausea, vomiting, headache, abdominal pain, 


nvstagmus and even coma!. A number of investigators have verified these find- 


ings*. The symptoms cease when the patients refrain from eating sugar and 
restrict the intake of the othe carbohydrates. \ few diabetics have complained 
that they feel very much depressed when their blood sugar is high. Dr. Anthony 
Bassler has told me that some of his patients with abdominal pain were cured 
when their diabetes was controlled. A rapid rise of blood sugar level may there- 
fore be responsible for severe abdominal symptoms which can easily be set aside 
when the cause Is recognized. 

The hyperglycemia, in cases with abolition of the pyloric sphincter, stimulates 
the mechanism for the assimilation of glucose to such a degree that it overshoots 
the mark and hypoglycemia, with its attendant symptoms, becomes manifest two 


to three hours after the eating of considerable quantities of sugar starches® 


Liver 

Hepatic involvement curtails the formation and storage of glycogen by the 
liver in direct proportion to the extent to which that organ is involved. This will 
occur with nearly all diseases of the liver but especially with toxic hepatitis, 
cirrhosis, carcinoma, fatty degeneration or cholangitis. Liver glycogen is practically 
the only endogenous source of glucose. Without the production of glucose by the 
liver an animal will reveal marked symptoms in an hour or two and die within 
five hours. Consequently complete abrogation of liver activity is hardly ever 
encountered. A diminution of liver function is signalized by a low blood sugar 
several hours after a meal and even hypoglycemic manifestations before breakfast. 
The feeding of glucose results in a high prolonged blood sugar curve because the 
ability of the liver to dispose of glucose by the formation of glycogen is impaired. 

Liver damage may be a factor in the diabetic picture in another direction. 
Recent observations! point to a lack of serum albumin as a possible cause for the 
retinal hemorrhages, the most dreaded of all diabetes complications since the use 
ot protamine ZIM insulin Was tstituted less than a decade ayo, The liver is the 
chief source of serum albumin. 


CGALLSTONES 


Gallstones and inflammation of the gallbladder often have been cited as a 
cause of pancreatitis and consequently diabetes. Vhe juncture of the common 
bile duct with the pancreatic duct before they empty their secretions into the 


intestines at the ampulla of Vater makes this seem a likely proposition. However 
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such cases are rarely found. An ascending infection through the bile ducts and 


consequent liver involvement is a much more frequent cause of diabetes. 


PANCREAS 

The demonstration by von Mering and Minkowski in 1889 that removal of 
the pancreas from dogs resulted in diabetes, focused attention on that organ. 
Opie, 1911, found the changes responsible for the disease in the islands of 
Langerhans. Finally, in 1921, Banting and Best completed the series of events 
by discovering insulin. At the present moment the best, though not the final, 
definition of diabetes available is that it is an insulin deficiency. 

Such an insulin deficiency may be absolute or relative, may rest upon an 
anatomical or a functional basis. In any event actual lesions in the islands of 
Langerhans are often conspicuous by their absence at the autopsy of the diabetic. 

The evidence of a deficient activity of the pancreas is seldom found. When 
this does occur with pancreatic calculus or carcinoma of the head of the pancreas 
it requires either raw pancreas or extremely large doses of pancreatic extract to 
do away with the large, foul-smelling fatty stools. 

Pancreatectomy, carried out occasionally in human beings, results in only 
a small insulin requirement®. This does not give the complete story of the pancreas 
and insulin. 

\lloxan is a peculiar drug inasmuch as it has a special destructive influence 


upon the beta cells, the insulin-producing cells, in the islands of Langerhans. An 


animal poisoned by alloxan, with or without ligation of the pancreatic duct, pre- 


sents a more severe diabetes than one in which the pancreas is completely 

removed", In other words, the pancreas besides producing insulin, antagonizes 

its action. The explanation of this mechanism is not apparent at the moment. 
The important fact remains that every case of diabetes may be checked and 


mtrolled by adequate amounts of insulin, 
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TUBERCULOSIS IN GASTROINTESTINAL CASES* 


CARL MUSCHENHEIM, M.D 
New York, N. Y 


In considering the relationship of tuberculosis to gastrointestinal disorders, 


this may be done from two opposite points of view. Primarily, one should perhaps 


consider the development of tuberculosis, either the pulmonary or some other 
form, in patients who already have an unrelated gastrointestinal disease. Usually 
when this occurs, there are no special problems arising from the association and 
the treatment of each condition can be considered separately and carried out 
independently. ‘Treatment may indeed often be concurrent or, if consecutive, 
whichever is of the greater immediate importance will take precedence. 

The other point of view is to consider the gastrointestinal diseases which may 
arise in the course of tuberculosis. This is the one which I propose to adopt because 
tuberculosis is characteristically a chronic disease in which medical observation, 


if not treatment, needs usually to be continued throughout life. 


The gastrointestinal conditions which are encountered in patients with pul 
monary tuberculosis merit special attention because of the necessity, almost 
always, of considering intestinal tuberculosis in the differential diagnosis. ‘These 
patients are of course liable, in the course of this chronic disease, to any and all 
of the diseases of the gastrointestinal tract to which mankind in general is subject. 
In addition, they have a special hazard of developing intestinal tuberculosis, 
which is now rarely found (in this country at least) as a primary condition but 
is most often secondary to an active, open pulmonary tuberculosis of the so-called 
adult, or reinfection type. 

I think it would be not only carrying coals to Newcastle but very presump- 
tuous if I were to discuss specifically the diagnosis of intestinal tuberculosis 
before a meeting of gastroenterologists. The symptomatology, and the x-ray and 
fluoroscopic findings are certainly as familiar, indeed more so, to you than they 
are to me. There is one point, however, in regard to diagnosis of gastrointestinal 
symptoms in persons with pulmonary tuberculosis on which I should like to 
comment from the viewpoint of the lung specialist. Vhis has to do not only with 
the diagnostic possibility of intestinal tuberculosis, but with the common presence 
of gastrointestinal symptoms in tuberculosis patients who do not necessarily 
have demonstrable intestinal disease. Not infrequently, as is well known, the 
symptomatic onset of pulmonary tuberculosis is characterized by general rather 
than by respiratory symptoms. These consist principally of malaise, fatigue and 
weight loss, often without associated fever. Anorexia, nausea, vomiting, and some 
times epigastric pain, though perhaps not usual, are by no means rare among the 
constitutional symptoms which may precede the appearance of cough and expec- 
toration. The careful screening of the lungs of all patients who present themselves 


*Read before the Thirteenth Annual Convention of the National Gastroenterological Associa- 
tion, New York, , 7, 8, 9, 10 June 1948 


Vuschenheim—Tuberculosis in Gastrointestinal Cases 


with gastrointestinal symptoms is therefore of considerable importance. For the 
greatest diagnostic efficiency I would recommend that such screening be by film 
rather than merely by fluoroscopy. I have occasionally seen patients who have 
had several gastrointestinal x-ray series, each time accompanied by fluoroscopy 
of the lungs, in whom pulmonary tuberculosis with or without associated intestinal 
tuberculosis was the cause of all the symptoms, and the diagnosis was delayed for 


months because of failure to make an adequate x-ray examination of the lungs. 


With regard to treatment, I should like first to mention the management of 
patients with pulmonary tuberculosis who «coincidentally have some unrelated 
gastrointestinal condition, especially such as might require surgery. In surgical 
emergencies like acute appendicitis or a perforated abdominal viscus, there ts 
rarely, if ever, any question except that of the choice of the anesthetic. Contrary 
to common belief, patients with pulmonary tuberculosis are not unable to take in- 
halation anesthesia, though ether is usually to be avoided if possible. This gas tends 
to cause bronchorrhea which in turn may promote bronchogenic spread in patients 
who have an open pulmonary cavity and positive sputum. Except for this limita- 
tion or in patients who are in extremis from the tuberculosis, there is no contra- 
indication to emergency abdominal surgery with whatever anesthetic the operator 
prefers. In conditions for which the indications for operation are less compelling, 
no general rules can be set down and the ¢elative prognosis of the pulmonary 
condition must be weighed against that of the associated disease. If the latter 
is of malignant nature and is considered operable, there is again rarely any reason 
to withhold or delay operation, except in hopelessly far advanced cases of tubercu 
losis. Consideration of surgical treatment for peptic ulcer has rarely been a 
problem in my own experience with tuberculous patients. Though associated 
ulcer in persons who have or have had active pulmonary tuberculosis ts not 


extremely rare, | think it is uncommon to see in them ulcers which are relractory 


to medical treatment. The usual rest regimen used in the treatment of tuberculosis 


is, of course, ideal for the treatment of peptic ulcer as well. Not only this, but 
patients who have successfully healed their tuberculosis on such a regimen have 
usually also learned to avoid or control the stresses of living which are so impor 
tant in the pathogenesis of peptic ulcer. | should not be surprised if ex-tuberculous 
patients were found to have a lower incidence of peptic ulcer than the general 


population, though I know of no such statistical analysis having been made. 


Finally, I want to refer briefly to new developments in the treatment of 
tuberculosis with streptomycin and the efficacy of this drug in intestinal tubercu- 
losis. Although streptomycin has been available for several years and it has been 
used extensively in tuberculosis of all types, its value and exact place in therapy 
is by no means yet established. The immediate effect is striking, particularly in the 
more acute, exudative forms of tuberculous disease and in the healing of tubercu- 
lous ulcers and sinuses. Since intestinal tuberculosis is essentially an ulcerative 
process, it might be expected, therefore, that streptomycin would have a benefi 


cial effect. his has, in fact, been the case. The most important reports are those 
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from Dr. Barnwell’s study in the Veterans’ Administration. He and his associates 
have reported prompt symptomatic improvement in nearly all cases of intestinal 
tuberculosis treated parenterally. Streptomycin by mouth is relatively, if not 
indeed completely, ineffective. As might be expected, the X-ray signs of disease 
are less conspicuously improved than the symptoms. ‘Phere is not yet a long 
enough follow up on sufficient cases to permit any reliable estimate of the relapse 
rate. This will depend, of course, not only on the stability of healing of the intesti 
nal lesions themselves, but on the status of the associated pulmonary tuberculosis. 
Presumably the relapse rate will be high, as it is in other tuberculous disease 
treated with streptomycin. ‘The reason for the general failure of streptomycin to 
produce lasting results is apparently the emergence of bacterial resistance within 
a month or two of continuous therapy. If this limitation can be overcome by 
intermittent therapy or combined chemotherapy with some other drug, strepto- 
mycin will assume a more important role in the treatment of all tuberculosis. At 
present, its value appears to be principally as an adjuvant to the older established 
methods. As such, however, it may well permit a more liberal use of surgery 
in the treatment of intractable cases of intestinal tuberculosis, in which bowel 
resection has proven so unsatisfactory in the past. The use of streptomycin is 
further limited by its toxicity, especially upon the vestibular apparatus. It should 
not, therefore, be employed indiscriminately or be given to patients whose prog- 
nosis is good under standard methods of treatment. Vhis applies to many tubercu- 


lous patients with some degree of intestinal involvement, especially when the 


associated pulmonary lesions can be controlled. I think it should be particularly 


emphasized therefore, that streptomycin should not be given for intestinal tubercu- 


losis unless this is itself severe or unless the drug is clearly indicated for the 
pulmonary disease. 
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PSYCHOSOMATIC INVOLVEMENTS IN 
GASTROINTESTINAL CASES* 


RUBIN A. GERBER, M.D 
New York. N. Y. 


In contrast with the usual disciplines, psychosomatic studies involve study 
of a dynamic system, a system of forces deriving strength both from conscious 
and unconscious elements in the human being. Even a superficial study quickly 


determines the fact that in this dynamic system, conscious behavior is motivated 


by unconscious strivings and desires. Conflict between the two systems may easily 


arise as a result of environmental stress and strain, and even as a result of bodily 
disturbances. Unfortunately, our terminology is inadequate and we frequently 
become involved in determining the exact meaning of our terms rather than the 
concept behind the words chosen to designate certain forces. The study entails 
the determination of the relationship between these various forces. The basic force 
is an emotional force which may become transformed into abnormal symptoms 
and even signs. Portraying this force in the unconscious may make it appear that 
we are separating body and mind and erguing for dualism. Actually, such a 
separation does not exist and is simply a na've invention in the practice of medi- 
cine. It has been said that if we could only understand the human mind half as well 
as we “understand the atom, since we know the atom better than the mind that 
knows the atom”, we would probably be able to release and utilize some guiding 
principles of inestimable significance and value to human life and society. The 
question however. is, how urgently and how trulv do we want to really find out 
about ourselves? Even when evidence is produced of psvchologic life and its tre- 
mendous impact on human welfare. we find that evidence not accepted. There 
is resistance to accepting the data. There is a fear, undoubtedlv psvchological, 
which blocks scientific acceptance and because of which we readily discard any 
data that does not harmonize with our physical philosophy. It should be kept in 
mind that there are not two kinds of reality. There are only different phases of 
the same reality—no dualism—that is. mind and body, but rather the interaction 
of one upon the other—the interaction of the two svstems onerating on each other. 
each having properties common to both. It is somewhat puerile and related to 
the urge in human beings for achieving the finite. that makes us resolve reality into 
a dualistic svstem. Accepting tenets relating to the unconscious elicits social fear 
in the minds of many physicians—fear of losing caste in the profession or of 
losing caste intellectually. Though the mind is capable of action indenendently 
to some degree, of the time-space system of nature, it is only seemingly so, as 
might be said of atomic energy—it is seemingly indenendent of time-space rela- 
tionships. Yet no physicist would say atomic energy was outside of a physical 


*Read before the Thirteenth Annual Convent f the National Gastroenterological Association, 
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system. Likewise, our basic problem—the nature of man and his soul, so-called, 
is not to be conceived of as purely spiritual, nor in a nonphysical system, nor as 
an extraphysical system. 

May I use an intriguing physical formula? We are indebted to Prof. Albert 
Einstein for the theory of relativity, which contains an equation of the equivalence 
of mass and energy: F. MC?. In the human too, “atomic” relationships, the 
energy, that is, emotional energy, interacts with mass, i.e. the soma, to produce 
normal physiological and psychological functioning or pathology, and vice versa. 
Somatic derangements interact on the psyche to produce deviations in energy out- 
put or even transformation of one type of emotional energy into another type, 


from the mildest anxiety state to the height of maniacal furor, from the mildest 


blue spell or funk to the suicidal depression. In all of these states there is a certain 


quantum of emotional energy expressing itself in anv one form. Soon enough such 
energy, coursing in abnormal channels, mav affect the soma and produce symp- 
tomatology, gastric and intestinal, from simple svmptoms of functional gastritis 
to severe bouts of diarrhea, or from simple gastralgia to gastric ulcer and colitis. 
But rarely is the process at the conscious level of the patient. Unconscious pro- 
cesses must be sought out and made available to the conscious mind so that the 
ego or reason; that is. the conscious perceptive svstem, may deal with them and 
produce cure. The aid of trained phvsicians is necessarv in manv cases to produce 
such a cure. No matter what the theraneutic svstem. a cure still depends on the 
artist in the doctor. The practice of medicine is an art and even a psvchoanalvst 
or a nsvchotheranist can do noorly in his therany if he is only well trained in his 
technic and is not an artist in his application. Other therapies in some cases mav 
be equally anplicable and even more suitable and successful in annlication than 
psvchoanalvtic therapy, as practiced by the orthodox Freudian school. Onlv in 
certain selected cases however, is it necessary to go into “denth analvsis”, that is, 
sexual intermretations, in order to achieve a cure. Most cases are a matter of 
maldistribution and uneaual distribution of emotional energies, representing as 
it were. the phvsics and phvsiology of psvchic phenomenon. 

We must ever ask ourselves the question, “What kind of a patient has the 
disease?” This is even more important than what disease the patient has. All 
illnesses are psvchosomatic. There are components of each in every illness. This 
dichotomy between psvche and soma, though useful semantically, is not present in 
the organism. It is onlv we who have adapted such a concept in our scientific 
attitude. In psvchosomatic cases, it is our function to treat the patient as well as 
the disease. It is necessary to understand his “mind”, that is, his instinctual life. 
his drives, the power of repressing forces, his social adjustment, and the sublima- 
tion of his instincts. These are equal factors and even more important ones than 
the determination of the actual somatic situation. Striking confirmation of the 
verity of this assertion has been made by internists, allergists, gastroenterologists, 


etc. The mechanism by which predominantly psychological symptoms appear in 
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any somatic alteration is due to the fact that emotional stress limits the ability of 
the organism to regain a stable equilibrium. This may be present after physical or 
psychological stress or injury. We find that asthma, hay-fever, and vasomotor 
rhinitis frequently appear in individuals of the same personality pattern. ‘The 
symptomatology is produced through vasoconstriction or vasodilation, in turn due 
to emotional tensions which easily unbalance the vasomotor equilibrium. Similarly 
in gastrointestinal diseases we have severe emotional strains which interfere with 
the delivery of energy in normal channels, that is, its expenditure in love, friend- 
ship, social intercourse, etc. The interference with the delivery of energy of the 
human being may be at the metabolic level or it may be at the level of social 
behavior or at both. Physiological as well as behavior disorders were noted in 
animals such as the dog and the rat, etc.. as a result of so-called psychic stress. 
We may therefore say that the organ is a bit of structuralized experience function 


ing through the interlocking directorate ‘the glands of internal secretion. 


‘The endocrines mav translate the tempo of the nervous svstem into the tempo of 


metabolism and vice versa. Organic disturbance; that is organic disease, may 


result, acute, subacute, or chronic. The hereditary constitution of tl 
factor which may determine which organ will become disturbe 
disturbance sets in because of the conflict between the reatity an individ 


1 
} 


and his unconscious desires which are counter to the demands of th's reality. Only 
a small beginning has been made in the treatment of ‘chosomatic conditions. 
Very much time is necessarily consumed in analysis of the factors constituting 
unconscious and environmental stresses and in re-educating and remaking the 


personality in the process of cure. T have lapsed into the use of terms that require 


some definition. The personality is the sum total of the reactive capacities of the 
individval to both his internal and external environments, both conscious and 
unconscious. Reality is the state that the individual faces: that is. the status of 
the mores and laws, of his exnected social behavior, and his expected social attain 
ments, ete. From birth, with the beginning of the struggle for oxvgen, subsequently 
in the struggle for food and its nroner elimination, through to old age and death, 
there is alwavs a realitv to be faced which. for many individuals, is a reality that 
is unpleasant, difficult, perhans fearful. and perhaps an unhappy one. Reasonably 
then. the individual seeks some compromise in order achieve a modicum of 
pleasure or happiness in life. To accomplish this there must be efforts at repression 
of certain instinctual drives with the resultant “conversion” of some of the enerey 
derived from these drives into actual s'ens or svmptoms and, in some cases, 
“regression” to a lower level of efficiency or social behavior. Tt matters not whether 
we euphemistically call the driving force “libido” and sneak of it as repressed o1 
regressed. Any other word must still express the concept of a force or energy. 
The establishment of symptomatology emanates from this force and continues by 
virtue of the strength of this force. he energy is sufficiently great and of 
sufficient dynamic potency, it reaches back to the organ ; irbs its function- 


ing. At this point let me sav that the |: word has not bee oken nor the last 
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concept conceived, in explanation of functional disturbances. With due deference 
to Freud and psychoanalysis, no new concept has been added in the last 25 or 30 
years. We need a great deal more of research along psychosomatic lines. It may 
be that some disease is present in pursuance of the so-called death instinct, but 
this is much to be questioned. It may be that an individual is “masochistic” only 
to the extent that he is autopunitive or “sadistic”, as evidence of hostility toward 
the individual himself, or the race. Most functional disorders, however, appear to be 
escape mechanisms and arise with the need for self-preservation. At best these are 
only terms which are useful for clearer explanations of the modus operandi of this 
emotional energy which ordinarily finds its expression in normal channels but 
do not necessarily imply psychopathology innately or per se. 

The child is born and after breathing the child begins to suck. Thereby begins 
activity that encompasses the entire digestive tract from the mouth to the anus. 
Very shortly the infant must make a compromise or choice, “to holler or swaller’, 
or, put more graciously, a conflict has arisen and he must make a choice between 
two vital activities. Such choices are difficult to make as the individual grows up 
and he may not be able to “stomach it” or to have the “guts” for it, that is, he 
may not be able to face his reality. quickly resolve the imminent problem, over- 
come the adverse environment, the presumed or actual inferiority, etc. Or he may 
be made sick by it, that is. nauseated, be made to vomit, or he is “tied up in a 
knot”, that is, becomes constipated or subconsciously expresses resentment or 
hostility by pouring excreta on it, that is, by developing diarrhea as a result of 
cramps, etc. This does not necessarily constitute the entire disease, but such dis 
orders cannot be completely understood or intelligently dealt with without proper 
understanding of the underlying mental mechanisms. A case of peptic ulcer may 
certainly require operation, especially if it has been of long duration. Medical 
wisdom would then indicate surgical procedure, whereas in other cases one may 
be able to achieve early cure by psychotherapy. The evil effects on the body of 
rage, hatred, envy, jealousy, both conscious and unconscious, have been well 
portrayed by novelists, poets, dramatists, the clergy, etc., yet many physicians are 
blind to these truths. However, there are some violent sadisms which may appear 
under the silken exteriors of the nicest people. This facade, no matter how engag- 
ing, may disguise strong, hostile, and aggressive impulses completely hidden even 
from the individual. Such hostile impulses must be brought to the level of con- 
sciousness and at this level they can be dealt with and rationally evaluated. Of 
old, witches and medicine men, through their mumbo-jumbo, made efforts to 
establish hopeful emotional attitudes and through these produce cure. Of late 
years, new technics were developed for dealing with the psychic as well as the 
somatic dysfunctions of the human being. Establishment of such a hopeful emo 
tional attitude, a prerequisite for cure of psychosomatic disorders, is very difficult. 
We find marked resistances on the part of the patient, mainly unconscious. He 


may glibly give lip service to his desire for cure, whilst actually sabotaging the 


cure. He finds innumerable excuses for not continuing treatment. He mav show 
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little or no evidence of emotional instability, but produce many symptoms for the 
more open expression of inner conflicts which he feels inadequate to face. He 
learns to live with his illness, derive secondary gain from it, and then unconsciously 
resists cure. He unconsciously expresses resistance, evidenced in procrastination, 
self-treatment, broken diets, disregarded advice, broken appointments, medical 
shopping, limiting the treatment, adhering to various cults, being generally evasive, 
making excessive complaints, showing either the extremes of complacency or the 
extremes of intolerance, financial difficulties, family opposition, or social inabili- 
ties, etc.!. Remarkably, in some cases, really to prevent cure, there is immediate 
outright pronouncement of the impossibility of cure or almost immediate unwar- 
ranted claims of remarkable improvement and even definite cure. 

Of course, we also have the physician's resistance to curing the patient along 
psychotherapeutic lines. He has tried various remedies first and only as a last 
resort attempts psychotherapy. It may then be too late, since the damage to the 
personality and even to the soma may have been too great and the physiological 
and psychological status has reached an irreversible phase. ‘The physician's resist- 
ance is further indicated in his inability to make a diagnosis of psychosomatic 
disorder when he consciously or unconsciously overlooks elements in the history 
and other data that would bespeak a psychosomatic rather than a pure somatic 
disorder. The vastroenterologist should make every effort to make the diagnosis 
by an estimation of the constitutional makeup of the individual, exaggeration of 
function of the organ complained of, the lability and changeability of signs and 
symptoms, the multiplicity of complaints even exclusive of the gastrointestinal 
tract and of the entire composite picture. Diagnosis is the “sine qua non” of suc- 
cessful therapy. The lability of symptoms and the multiplicity of complaints, 
alone, may in some instances make the diagnosis. The presence of psychoneurosis 


with gastrointestinal symptomatology is easily made, if there is evidence of 


anxiety. If the anxiety element is present even to a moderate degree, it is readily 


recognizable. However, there are many conditions in which the anxiety clement 
is not overt. In such cases the rest of the picture must aid in establishing the 
diagnosis. In some cases where no anxiety element may be present it is of extreme 
importance to recognize an alteration in mood. Many mild cyclothymic and even 
some hypomanic conditions may be characterized by gastrointestinal symptoma- 
tology. ‘To treat the gastrointestinal symptoms without recognizing the mood 
disturbance is to achieve only temporary amelioration of the condition, and 
to permit the passage of time for crystallization and even increase in the 
mood disturbance which, of course, should be treated at the earliest possible time, 
perhaps by electroshock therapy. In some cases, the gastrointestinal symptoma- 
tology may represent a fixed somatic delusion in a schizophrenic individual. It is 
exceedingly important to recognize this, lest operative procedure may be under- 
taken and harm done to the patient. 

From one-third to two-thirds of gastrointestinal cases cannot be handled by 


somatic treatment alone. The gastroenterologist may avert calamity if he is aware 
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of the psychosomatic implications of the problem presented by the patient and 
his symptomatology. When this is impossible, due to lack of training or the seri- 
ousness of the problem, a physician trained in psychosomatic technics should be 
consulted. Vhis does not mean that orthodox psychoanalysis of long duration must 
be carried out. It may be that the case only requires a short period of treatment 
or a short number of sessions in judicious psychoanalytic psychotherapy without 
the need of lying down on a couch or extended “free associations” of the so-called 
depth psychology. ‘The term psychosomatic is less odious than psychoneurotic 
but it means essentially the same thing; it is still faulty personality integration. 
Results as rapid as in surgery or somatic illness are not possible. Infantile emo- 
tional trends appear to be more active in gastrointestinal disorders than in others 
and it is more difficult to attain redistribution of the psychic energy of the individ- 
ual in many such cases. A case of conversion hysteria, characterized by persistent 
vomiting, is comparatively easy to clear up, in contrast with, let us say, anorexia 
nervosa. In the former, the individual is one who has been in fairly good rapport 
with his environment. He has displayed considerable output of emotional energy 
in securing emotional ties. He has only converted emotional energy and distributed 
it in an abnormal channel evidenced by the vomiting. In anorexia nervosa, the 
problem is more difficult because the individual is usually one who has shown a 
failure in adapting himself to life. He has “put out” much less energy because of 
emotional deprivation with deep-seated fears and hostilities. It may be that there 
has been less wholesomeness in his up-bringing with greater emphasis on eating, 
the bowels, etc., during infancy and childhood. In such an individual, the condition 
f anorexia nervosa almost approaches that of a psychosis. In ulcerative colitis 
is no easier to cure. Vhe transference, that 1s, the hopeful emotional attitude, 
part of the patient with the establishment of rapport to the physician, 1s 

harder to secure. It is much easier in conversion hysteria, in psychoneurosis, and 
anxiety states. The patient is frequently ill-equipped to give confidence and trust 
to the doctor because in his childhood he had no warmth, affection, or interest. 
One must persist in order to develop a capacity for “transference”, that 1s, of 
‘giving’ in emotion in order to produce a mood in which the individual will be 
receptive to learning the dynamics of his symptomatology. The physician making 
examination and assuring the patient that there is no organic element in the illness 
should at the same time give a scientific explanation of the symptomatology. He 
should, of course, be persistent in explaining to the patient the psychodynamics. 
He however, is frequently afraid to do so for fear that he might be laughed at and 
so court disfavor. The result is that he gives up even attempting any explanation 


symptomatology because he is afraid to lose favor with the patient and 


he quits and resorts iron pills and vitamins. It is very important, of course, 


to be discreet and in roundabout language explain the symptoms, especially as 
regards the symbolism of the symptoms. No one likes to hear that he hasn't get 
the “guts” for this life or this problem, or that he is nauseated and vomits because 


that problem. ‘Vime must be taken to gain rapport and gradually give 
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the patient as much insight as he can “take” for the time being. He must have 
a strong desire to get well and he must have faith in the physician. These two 
factors alone will bring about a good result as it has done for centuries past, 
regardless of the type of therapy applied. However, other cases require more 
specialized psychotherapeutic analysis care. 

The question of the type of individual predisposed to gastrointestinal dis- 
orders is difficult to evaluate since a detailed study of the personality of the 
individual must be made in each individual case. However, those cases that show 
the hyperventilation syndrome are those that show chronic anxiety states. Emo- 
tion Causes spasm in the gastrointestinal tract. It therefore produces hyperventila- 
tion with its typical symptomatology. In the peptic ulcer cases the individual 1s 
frequently an aggressive, hard-driving person on the surface, but, concealed be- 
neath that there may be a desire to be dependent and lean on some individual. 
‘This desire may be concealed in the hard, aggressive individual described or may 
be partially evident in a second group and completely evident in a group of 
psychic personalities completely dependent on their parents, wives, society, ete. 
The personality in the ulcerative colitis cases is said to be a hesitant type, unde- 
termined in regards to his own personality. He wavers and is ambivalent in his 
fixations. He may be hard to cure but may be helped considerably by supportive 
psychotherapy. In the treatment of these cases, the psychic elements have been 
crystallized into symptoms and the patient defends these symptoms unconsciously. 
It is as if he were encased in an armor, defending not only his symptoms but 
even the character that he portrays. ‘he armor may be so strong that sometimes 
it is entirely impenetrable. However, it is a good sign if there is an element of 
anxiety present. This anxiety may be utilized for the purposes of cure. The aware- 
ness of the anxiety, its disturbing presence, may be a valuable asset in determin- 
ing the patient to persist in treatment. ven superficial and brief psychotherapy 
may benefit such individuals. It may not be necessary to undertake the prolonged 
two vears of psychoanalysis. The anxiety element is the most important element 
in the diagnosis of gastrointestinal disorders. It is an element which is present 
over and above the amount and out of-proportion to the anxiety that is usually 
found in organic situations. This anxiety may appear as the mildest transient 
increased tension or as severe anxiety states with heart symptoms, fears, severe 


vastrointestinal symptoms, etc. 


I can best sum up by repeating Walter C. Alvarez’ advice that? “One can- 


not rely on tests alone to reveal a neurosis or psychosis”. He points out that one 


should secure a good history and size up the patient. One should evaluate the 
inheritance factor, the unhappiness and the strain an individual is subjected to, 
in making a diagnosis of neurosis. A neurosis with gastrointestinal symptomatology 
may be the entire diagnosis. Organic disease may at all times be complicated by 
the superimposition of a neurosis. One should make the diagnosis of neurosis not 
only by exclusion of somatic pathology but also by the positive findings, determin- 


ing psychologic elements in the complexes presented. One must learn to recognize 
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easily the common symptoms of gastrointestinal neurosis, such as air hunger, 
hyperventilation, abdominal quivering, repeated belching, heartburn, bloating, 
sore colon, nervous diarrhea, and other allied symptoms. One may then be in a 


position to properly evaluate the psychosomatic factors, estimating the extent of 


both the psychologic and the somatic physiopathology present, determining 


whether reversibility is possible, and outlining the technic for treatment—whether 
the approach is to be made only medicinally or in combination with judicious 
psychoanalytic psychotherapy. 
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CARDIAC MANIFESTATIONS OF GASTROINTESTINAL DISEASE" 


HAROLD EK. Bo M.D.+ 
New York, N. Y. 


There are two, possibly three types of interaction to be considered undet 
this title. 

1. Confusion as to the source of a discomfort which may occur in the common 
area of pain reference of the heart and stomach and gallbladder and splenic colon. 

2. Reflex effects from gastrointestinal disease affecting the cardiac mechanism. 

3. Entrance into the blood of bacteria or of noxious chemical products of 
maldigestion. 

Confusion as to the organ giving rise to the pain or discomfort may present 
a difficult problem. 

The pain of gastritis may be situated high beneath the left pectoral area, 
may occasionally radiate to the low retrosternal region or the episternal notch, 
and occasionally there may be a radiation of pain or numbness into the left arm. 
the pain may be severe and griping and may “‘catcn the breath’. It often comes 
on spontaneously at might, simulating nocturnal angina or even, with severe 
pain, prostration, sweating and rapid pulse, suggesting coronary thrombosis. Lhe 
distinction must be made by the history of other pains related more to the fullness 
or emptiness of the stomach and not related to physical etfort, parucularly walk- 


ing briskly or up a hill. Examination of the test meal on the one hand and the 


clectrocardiogram on the other may give objective evidence to help the diagnosis. 


It must also be borne in mind that the chronic passive congestion of the 
stomach due to cardiac insufficiency often gives rise to symptoms of dyspepsia with 
epigastric discomtort, fullness after meals, and belching. Lhese symptoms often 
appear when no other symptoms suggesting cardiac disease are present. Eepigastric 
fullness and belching appearing on walking or other effort are often early symp 
toms of coronary insufficiency and only the specific relation to effort may indicate 
that these symptoms do not arise from disease of the stomach or gallbladder. 

Cardiospasm may give rise to symptoms suggestive of anginal attacks with 
retrosternal pain and possibly radiation to the neck or left arm. Its tendency to 
arise as a result of emotional reactions affords a further similarity to angina. The 
diagnosis here should be made by the history and by the x-ray and by electro- 
cardiographic examination. 

Paraesophageal or hiatus hernia also gives rise to symptoms simulating 
angina. The pain is usually of a dull or heavy character beneath the lower ot 
middle sternum and does not usually radiate unless complicated by cardiospasm. 


It is apt to follow the use of certain special foods. It may be related to the recum- 
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bent position and therefore may come on after going to bed. It is not brought on 
after effort and must be distinguished from anginal pain by this feature and by 
the x-ray findings and the electrocardiogram. 

Chronic cholecystitis and chronic cholelithiasis sometimes are confused with 
angina because the pain may be situated high in the epigastrium, may be dull and 
heavy, and in the case of cholelithiasis sometimes will be made worse by physical 
exercise. 


Pain in the right pectoral area may be due to choielithiasis or may be due to 
coronary arteriosclerosis and only by its lack of relation to meals and its definite 
relation to effort can it be distinguished as due to coronary and not to gallbladder 
disease. The pain in either case may radiate to the shoulder and to the right arm 
and to the back. The not infrequent coincidence of coronary arteriosclerosis and 
gallbladder disease may present a difficult problem in the proper explanation of 
the patient’s symptoms. 

\cute cholecystitis, gallstone colic and acute pancreatitis are usually the cause 
of more definitely localized symptoms and signs so that they seldom are confused 
with the acute manifestations of coronary thrombosis. Such confusion, however, 
may arise in a patient suddenly stricken with marked epigastric discomfort ot 
nonradiating pain accompanied by prostration, sweating, pallor, possibly nausea 
and vomiting, and a weak rapid pulse. If the abdominal examination does not 
reveal definite characteristic areas of tenderness in this patient, the electrocardio- 
gram should be promptly obtained to rule out the possibility of a coronary throm- 
bosis. 

Pains in the left pectoral region and left hypochondrium may result: from 
conditions affecting the splenic flexure of the colon as well as the cardiac end ot 
the stomach. In either case, distention with gas is a frequent exciting cause. 
Phe separation of these pains from those due to coronary arteriosclerosis must 
be made on the character of the pain, the exciting cause, and possible definite 
findings in the physical examination. 

Reflex effects upon the cardiac mechanism may arise from disease of any 
part of the gastrointestinal tract. There seems to be a reflex path through the 
sympathetic and parasympathetic ganglia by which afferent impulses from gastro- 
intestinal disease can affect the cardiac rhythm. Bradycardia and premature beats 
are the most common manifestations. Premature beats may arise in the auricles, 
the A-V node, or in the ventricles. Paroxysmal auricular fibrillation is not uncom- 
mon. Paroxysmal auricular or A-\) nodal tachyeardia or auricular flutter are 
rare manifestations. 


Gallbladder disease has a great tendency to give rise to these arrhythmias. 
It also has been maintained by some that gallbladder disease may cause angina 


pectoris and even be responsible for changes in the ‘Tl wave of the electrocardio- 


gram resembling those due to coronary narrowing. The possiblity of confusion of 
i 


the svmptom valilt 


adder disease and angina has already been discussed, 
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but it is not my opinion that gallbladder disease can do more than aggravate the 
symptomatology of a coexisting coronary arteriosclerosis. Disappearance of electro- 
cardiographic abnormalities following operative treatment of gallbladder disease 
does not prove a cause-and-effect relationship because it is well known that the 
clectrocardiographic abnormalities due to coronary arteriosclerosis often disappeat 
in time with establishment of an adequate collateral circulation. It is possible, how- 
ever, that gallbladder disease might cause a prolonged or transient increase of 
vagal tonicity or a transient increase of vagal tone. ‘This might adversely affect 
a coronary flow already reduced by disease and cause the temporary appearance 
of abnormalities in the electrocardiogram as well as a greater susceptibility to 
anginal pain, 

Foci of subacute or chronic infection in the gastrointestinal tract have been 
thought by some to allow bacteria to gain entrance to the blood and to lodge in 
the heart, causing various types of symptomatology. Anginal pain, arrhythmia, 
and cardiac insufficiency have been mentioned as possible results of this process, 
but it is difficult of proof and does not at present have many supporters. ‘These 
symptoms are better understood as due to arteriosclerotic coronary disease and 
though symptomatically aggravated by gastrointestinal disease, yet not actually 
caused by it. 

A similar viewpoint is held about the cardiac effects of the absorption of 
products of “indigestion”, either gastric or intestinal or colonic. ‘The gastrointestinal 
dysfunction can more readily be understood to have a reflex effect upon the heart, 
disturbing its function, particularly its rhythm, than to affect the heart directly 


through the medium of absorbed toxic products. 


PANEL Discussion 


Dr. Anthony Bassler (New York, N. Y¥.):—<s one lives on in medicine, one 


learns so many things of a clinical nature that it is diflicult, in opportunities pre- 


sented like this, to do justice to them. 


1 would like to ask however: What is the explanation of a continued anorexia 
lasting several weeks and months of time in a person who eventually then becomes 


definitely an instance of pulmonary tuberculosis? 


I would also like to ask: Since it appears to be understood that abdominal 
pain and diabetes are due to acidosis, why is it that in ordinary office practice, 
with or without a previous history of sugar in the urine, one sees instances of an 
indigestion with abdominal pain, vague, it is true, but indigestion that is definite 
and where the urine in the ordinary acidosis tests that we employ proves to be 
negative for acidosis? And then: What is the explanation of that type of indiges- 
tion in acidosis patients who have diabetes, which indigestion ts promptly relieved 


and cured by a short-time application of diabetic treatment: 


I should like also to ask for an explanation of something so often observed in 
| 


biliary colic. Why is there a definite cardiac murmur existing during the period of 
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the colic, which disappears when the colic has subsided. It is a very confusing 
thing because, especially in hospital practice, without any previous record, one 
sees a person with this abdominal condition, as Dr. Pardee has described, and in 
which a confusion arises between a possible gallbladder pathology and a coronary 
disease. There is often a question as to just what you are dealing with. Of course, 
eventually one can arrive at it more definitely, but quickly and immediately, 
when the patient has been brought in, it Is not so easy. 

These are just a few of many questions, Mr. Chairman, and | ask them fon 
the possibility of getting some of my own doubts cleared up. 

Chairman Lermann:—Vhank you, Dr. Bassler. We will ask Dr. Muschenheim 
to answer your first question in relation to tuberculosis. 

Dr. Muschenheim:—Dr. Bassler’s question was with respect to an explanation 


of continued anorexia in a patient who later develops pulmonary tuberculosis. | 


was referring mainly to the patient who already has tuberculosis, but in whom 


it is not recognized. We know that even with quite minimal involvement so fat 
as the x-ray is concerned, there may be considerable toxemic symptoms, and I 
would consider these symptoms which refer to the gastrointestinal tract as toxemic 
symptoms such as we may get in any febrile or subfebrile infectious disease. 

Then it occurs to me also, in relation to Dr. Gerber’s discussion, that we must 
think of psychosomatic factors in connection with these symptoms. ‘The psychic 
element is generally considered to primarily and directly produce somatic symp- 
toms. But certainly the reverse is also true, that is that toxemia due to somatic 
disease may cause anxiety and other psychic disturbances which may in turn be 
expressed as nausea, anorexia or vomiting. 

Chairman Lermann:—Vhank you, Dr. Muschenheim! 

Dr. Mosenthal, | think the second question Dr. Bassler asked will be yours, 
sir. As TL understand it, given a patient with glycosuria, no acidosis, having mild 
indigestion, with vague abdominal pains, why is the pain relieved after treatment 
of the diabetes: 

Dr. Mosenthal:—1 take it that question is not quite as simple as Dr. Lermann 
has put it, and I don’t think it reflects quite what Dr. Bassler has meant. It really 
leads us into the functional pathology of diabetes and of all the biological rela- 
tionships that the human being is subject to. 

Phe fact. as stated by Dr. Bassler, that in diabetes acidosis we have pain in 
the abdomen, of course, isn’t a universal truth. Some of the patients are un- 
conscious, so, of course, they don’t have pain to begin with, and then the question 
of what causes the pain is something entirely different. We have dessication in 
diabetic acidosis, we have loss of sodium chloride, and lately they put in the loss 
of potassium as well. We have a marked hyperglycemia, we have anuria, we are 
likely to have nausea and vomiting, so that the picture is quite complex, and 
cannot be put down to a unitarian etiology. That one or the other of these pro- 


cesses can cause pain is perfectly evident. 


Now, the question of the nonglycosuric, mild diabetic having abdominal pain 
is entirely different. Dr. Bassler did not mention whether his patients had a hyper- 
glycemia or a hypoglycemia, but I will take it for granted that they might have 
had either one. 

I mentioned the fact that Glaessner did find originally that a hyperglycemia 
might be associated with abdominal symptoms. It is also well known that too 
strenuous dieting and the production of a lowered blood sugar in diabetes will 
result in compensatory secretion of adrenalin, and that might, of course, produce 
abdominal pain. 

That leads me off to something else, and possibly it may be a little bit long, 
but I think I should like to expand on it somewhat, and that is the interpretation 
of blood sugars both clinically and physiologically. In the first place, when we 
take a blood sugar in the morning or any other time of the day, it is only a very 


approximate guide of what that blood sugar does during the twenty-four hours. 


We studied some seventy patients while fasting, and took four specimens 
of blood sugar within 3 hours during the fasting condition, without insulin, and 
found that their variations in blood sugar in that period were very large. We had 
as much as two hundred or more milligrams from the highest to the lowest either 
as a rise from the initial blood sugar or as a drop, so that you see the fasting 
blood sugar is not a fixed quantity like a corner lamp post, but fluctuates a very 
great deal. 

If we take the blood sugar in the course of twenty -four hours, taking it every 


two or three hours in mild diabetics, while the patients are undergoing a diet that 


does not produce glucose in the urine, we find that the blood sugar curve for the 


twenty-four hours is extremely variable. One would a priori believe that the blood 
sugar would rise after breakfast, after lunch, and after dinner, and then drop 
during the night; however, vou can have every possible variation in the blood 
sugar. In some it has the stepladder-like formation that T have mentioned; in 
others it remains perfectly flat; in some others it begins to drop after each meal: 
in some it rises after each meal and then drops back to normal. so that we have 
no conception of what the blood sugar in an individual does and what its varia- 
tions may be during the daytime. 

The other side of the story, that the high blood sugar produces such abdom- 
inal pains without eliciting any sugar in the urine, is perfectly correct; on the 
other hand, I have seen a great many patients who have run blood sugars, some- 
times between 300 and 400 milligrams per cent, very regularly, without sugar in the 
urine, and having no symptoms whatsoever. One of them was doing hard work 
while he was exhibiting this sort of thing. and. as evidence of that, we had the 
first bus line in New York, which was put through at his instigation, and all the 
executive work that went with it he was capable of carrying out. 

Now, it has also been very much emphasized during the last few years that 


a low blood sugar is necessary for the improvement of the pancreatic activity. 
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Lukens, possibly more than anyone else, has been responsible for this. He per- 
formed some wonderful experiments artificially producing an elevation of the 
blood sugar in the cat, and he did prove that diabetes could be produced in normal 
animals. This is perfectly correct. 

Boyd, of Towa, has put out the idea that in cases of acute diabetes or diabetes 
of recent onset, or with acute exacerbations of diabetes, a prolonged session of two 
or three months of a normal blood sugar and absence of sugar in the urine, will 
often rehabilitate the pancreas. 

However in the chronic case of diabetes we may sometimes let them have, if 
circumstances demand it, a high blood sugar, and we find that the pancreas will 
resume some of its functions. 

The polvuria and passing of large amounts of urine should never be counte- 
nanced. ‘That is always bad. Desiccation is one of the worst enemies we have. The 
whole question resolves itself into a problem of trial and error, and I should like 
to quote from Dr. Gerber’s essay something that impressed me a verv great deal 
when he said, “We have to solve what kind of patient has a disease.’ and in the 
same way, we have to solve what kind of diabetic we are dealing with and what 
are his responses to a high or a low blood sugar. Sometimes thev may produce the 
nausea and vomiting, and the dyspeptic symptoms that Dr. Bassler has alluded 


to, and sometimes they pass them off without any manifestations whatsoever. 


T might, in closing, quote one case in this connection, a woman who main 
tained a sugar-free urine. She was a bed-ridden patient with cardiac disease. We 
had a dav and a night nurse on the case who weighed everv varticle of food and 
measured every drop of urine, so we had a complete record, and she ran a blood 
sugar between 200 and 300 milligrams per cent. With a lower blood sugar she had 
hvnoelvcemic reactions. 

\t the end of six months, under such a régime, the insulin, which had origin- 
ally been at a level of about 80 units. came down to no units whatsoever. She was 
sugar-free and perfectly comfortable. Apparently the diabetes had been very 
markedly ameliorated. When we find symptoms such as Dr. Bassler has men- 
tioned, we should be very careful to find out whether the blood sugar was too 
high or too low, and take action accordingly. 

Chairman Lermann:—Dr. Pardee, will vou please answer the third question 
as T understood it: Why, in an acute attack of biliary colic, will a cardiac murmur 
appear and then disappear when the colic attack is over? 

Dr. Pardee:—In answer to Dr. Bassler’s question, T think T might qualify, 
as Dr. Mosenthal did. Tt would apply to certain patients; not to all patients. There 
are certain patients who develop a cardiac murmur under various circumstances, 


such as excitement, aggravation, or exercise. It is usually systolic, at the apex, 


and with the subsidence of the exciting cause, the murmur will disappear. 


i 


rhere certainly is something about an attack of gallstone colic which might 


lead to overaction of the heart, and this could give rise to a murmur in a patient 


otherwise susceptible to showing such a phenomenon. 


There is one other thing. There might be an interference with the respiratory 
function which would lead, in a thin-chested individual, or in a person with a 
high transverse heart, to a peculiar contact of the heart with the chest wall, which 
also may cause a murmur. 

In both of these cases you will note it is a physiological disturbance; it is 
not a form of cardiac disease. 

There is one other mechanism which I think might rarely be involved. 

The pain might cause a rise in blood pressure which, if the heart was suscepti- 
ble because of a damaged myocardium, might put sufficient extra strain upon the 
left ventricle to cause mitral insufficiency, during the period of elevated blood 
pressure. 

I think these are the chief mechanisms by which a murmur might be produced 
and T do not think any of them are significant. Neither should they lead one to 
suspect a diagnosis of cardiac disease. A svstolic murmur at the anex is such a 
common phenomenon without coexisting cardiac disease, that we should be pre 
pared to diagnose it pronerly in those cases where it has no important significance. 

Dr. Philip Kyies (Columbus, Ohio):—Do vou believe that 


gravhic changes could be brought about by diamnhragmatic hernia? 


electrocardio 


Dr. Pardee:—I\t seems to me it must be through a reflex effect. T cannot see 
how the electri al mechanism of the heart, can be changed as a result of a hiatus 
hernia excent through a reflex effect upon the coronarv svstem, and T do not 
believe that a normal coronary svstem would be affected sufficiently to give rise 
to electrocardiogranhic changes. T think one must presuppose a subclinical degree 
of coronary disease if electrocardiographic changes appear. This is a thing which 
is purely speculative. and T am not aware of anv exnerimental work which has 
been done to show such reflex effects upon the heart. 


We know that cooling the portion of the heart adjacent to the stomach, may 
change the T-waves of the electrocardiogram, but. as far as T can see, there is no 


analogous effect associated with hiatus hernia. 


Dr. Nathan Steinberg (Philadelphia, Pa.):—1 should like to ask Dr. 
Muschenheim how he would handle a case of early pulmonary tuberculosis with 
gastrointestinal symptoms with reference to sanitoria care, bed rest and strepto 
mycin therapy. Recently T had under mv care a voung woman who presented 
that very problem. She was first seen in my office and complained of symptoms 
of anorexia, loss of weight, and cough. X-ray examination showed a lesion of the 
right upper lung. Her sedimentation rate was 16 mm., and she had a low-grade 
temperature as the only additional objective symptoms. She was seen by a lung 


specialist who advised sanitoria care, but she refused. She was therefore treated 
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with 1/12 gram of streptomycin every two hours by means of an instrument which 
requires only a daily visit at the home for its application to the anterior thigh. 

At the end of three weeks she stopped all therapy. When she was seen six 
months later, she felt entirely well. Her sedimentation rate, which was previously 
16, had dropped to 9, and she had gained sixteen pounds. 

In early tuberculosis are we justified in using streptomycin in an effort to 
shorten the length of convalescence and hasten the patient’s return to normal 
pursuits? 

Dr. Muschenheim:—I1 judge from Dr. Steinberg’s description of the case 
that this was truly an early tuberculosis of the exudative type, apparently not 
very extensive, but associated with considerable toxemia. This is just the type of 
case that one might anticipate would respond quite well to streptomycin. 

I think one of the most important things for us to bear in mind about strep- 
tomvcin is that, just as with collapse therapy, it is vot a substitute for bed rest. 

Of course, the prognosis in tuberculosis is variable, and in the individual 
case it is very difficult to predict what will happen, but the likelihood of relapse 
following improvement with streptomycin is certainly no less than the likelihood 
of relapse following arrest of tuberculosis by any other method of treatment. 
One of the dangers. we believe. in the use of streptomycin is just this possibility 
that it will be used in an effort to shorten the period of sanatorium care. When 
that is done. as has already been demonstrated, these patients will relapse. 

The great drawback of the situation is the fact that the effectiveness of 


streptomycin is limited in time by the phenomenon of bacterial resistance. When 


a streptomycin-treated patient does break down again, the chances are he will 


not be susceptible to the benefits of streptomycin again, and therefore we believe 
that streptomycin should not be used merelv to shorten the period of rest 
treatment. 

Dr. Vera L. Collins (White Plains, N. Y.):—Dr. Mosenthal made one state- 
ment here that was confusing to me—there was a little confusion at the moment— 
and that is on the liver’s being the chief source of serum albumin and its effect 
unon the eve, the cornea. T should like him to explain that a little more clearly, 
if he doesn’t mind. 

I was very much interested, as we all are, in Dr. Gerber’s paper. 

I want to give credit to Dr. Samuel Weiss, my former chief down at Poly- 
clinic, in the work that we did with atropine in vagotonia. I think we should bear 
in mind the need of complete and verv thorough historv-taking and the physical 
examination of the patient. So many of these patients, in the stress and anxieties 
of today are practically out-and-out vagotonic disturbance. We were taught there 
that atropine parenterally was the drug par excellence in vagotonia. Well, there 
is no doubt that we must use atropine in these psvchosomatic disturbances if 
vagotonia is the predominating factor, and then, while we are using our medical 


means, supplementing it with our encouragement of the patient. 
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I might state that that patient has had just one recurrence of the diarrhea 
and is going about his work without any of the emotional disturbances that he 
had had heretofore. 

On Dr. Gerber’s side of the fence, | referred a patient to a psychoanalyst. 
She objected to going very strenuously in the first place. She had loved her father 
very dearly and had turned to a complete resentment toward him because of his 
failure to take care of the family life. She went for about six weeks, returned to 
me and said, “Well, Doctor, she cured my constipation, but I don’t like her.” 

Chairman Lermann:—Dr. Mosenthal, would you comment on the doctor’s 
first question? 

Dr. Mosenthal:—I think I have a 100 per cent alibi in answering that ques- 
tion because it was the retinal hemorrhage I referred to and not the cornea. 

Dr, Collins:—I didn’t understand. There was a confusion of the voices. 

Dr. Mosenthal:—YVhere have been some publications on determining the 
serum proteins, the albumin, flocculation, Lindsay electrophoretic methods, in 
which it was shown that the serum albumin was low in the cases of diabetic 
retinopathy, and inasmuch as the liver is responsible for the formation of albumin, 
I was impugning that organ as possibly having something to do with that much 
dreaded condition that we see in the eves of diabetic patients today. 

Dr. Gerber:—I just want to make this comment, in response to Dr. Collins. 
I am sure that Dr. Collins didn’t mean to imply that in Dr. Weiss’ Clinic the 
final diagnosis is vagotonia, in any individual. Manifestly, vagotonia is simply 
aterm, a name, perhaps, for a predominant symptom or several signs and one, 
or two predominant symptoms. I am sure that in his clinic and in the work 
Dr. Collins has done, they have recognized that the diagnosis is essentially psycho- 
neurosis or emotional disturbance in a normal individual, or an individual with 
some emotional disturbance, and predominant gastrointestinal symptomatology, 
say vagotonia of a functional character, that is the point that I tried to stress. 

There is no dualism; there is no division in our concept of the total individual. 
We can’t say that the patient is a purely psychologically disordered person, or a 
purely organically disordered individual. There is a confluence and interaction 


of the one phase upon the other, the same way as in the case described in the 


previous question, dealing with tuberculosis. Dr. Muschenheim very well pointed 


out that as a result of the influence of definite organic changes, there may be 
psychological disturbances, and, similarly, as I have pointed out, there may eventu 
ate definite somatic changes as a result of psychological and emotional disturbances. 
We have gone over that point. Far be it for me to deny that a man who has cancer 
or a woman who has tuberculosis will not in due time be very much disturbed by 
virtue of the very fact that such a grave and threatening disease is present, but 
let us see if we understand ourselves clearly. Suppose an individual has cancer 

he does develop a certain amount of anxiety and he does develop a certain number 


of so-called functional symptoms superimposed on the cancer, but, in a_ short 
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time, whether by psychology or philosophy or religion, he manages to accommo- 


date himself, to resign himself, to get an overall picture of the situation. and 


accept it, such as it is, and manage as well as he possibly can under the circum- 


stances; that is, he adequately utilizes the anxiety element and copes with it. In 
other cases we have, predominantly, an excess amount of anxiety or an exces- 
sive amount, of emotional overflow, and the individual is not able to accommodate 
himself to the situation, such as it is. For instance, if only a slight suspicion of 
gastrointestinal disorder is entertained by the physician, with only the possibility 
of cancer, the neurotic individual or the psychoneurotic person will over-react 
tremendously to that information with the production of a large number of symp- 
toms, both somatic and functional. It would then have to be said of him that he 
was incapable of normal adjustment and of expending his emotional energies in 
the proper directions and in normal amounts, and the overflow and excess of 
these energies have been translated into symptoms and even signs of functional 
and somatic disorder. 

I have no doubt that the administration of atropine in cases of vagotonia or, 
for that matter, the administration of any medicine in similar cases is a very 
valuable measure and is undoubtedly the proper immediate approach in some of 
these cases. | have already learned from Dr. Collins that as time goes on psycho- 
therapy is really applied, whether openly, systematically, or surreptitiously; that 
is, subconsciously, by virtue of the stimulating influences of the personalities of 
the excellent physicians who are in Dr. Weiss’ clinic. 

This is a plea that I make—that with a litde bit more time, in these various 
clinics, devoted to these patients, the gastroenterologists, the allergists, or the 
pulmonary men can very well handle these cases with the knowledge that they 
have already gained about psychotherapeutic procedures. If, however, a case be- 
comes an advanced one, a trained psychotherapist should be called in for consulta- 
tion and perhaps the case even be turned over to him. 

If the anxiety is deep-seated and the concomitant symptoms. severe, then, 
of course, a patient cannot be said to be receiving the benefit of the best type of 
treatment when preeminently the purpose of the clinic is purely, or almost purely, 
gastroenterology. If Dr. Collins has had occasion to refer the patient to a psvcho 
analyst, it probably was because she realized that there was deep-seated psychologi 
cal involvement in that individual, far beyond her capacity or that of her clinic 
to handle. In this regard I say advisedly, with no malice aforethought, that if the 
analyst is of the orthodox or Freudian school, he will necessarily engage or undet 
take depth analysis, a type of treatment that necessitates months and months of 
treatment, a number of times a week. Other physicians, trained in psychothera 
peutics using | svchoanalytic | rin i les but differently oriented, May In some cases 
clear up a patient in several weeks time. 

Dr. Helmuth Nathan (New York, N. ¥:—-l should like to ask the follow 


ing question: \\ e all know t] al ulcerative colitis has a certain relation Lo psychic 
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stages. From his experience I should like to ask Dr. Gerber about terminal ileitis. 


I would like to give a short history of a patient who had the definite clinical picture 
of terminal ileitis. She was operated on in South America for this condition and 
improved very much. Influenced by certain psychic traumas, she had recurrences. 
Therefore she was operated on three times. She improved, when she was in a 
good mental state. When she was in a bad mental state, she had a recurrence of 
terminal ileitis. Her response to psychic treatment was good. When she had 
twelve and fifteen bowel movements a day and underwent either hypnotic, ot 
psychoanalytic, or any orthodox psychiatric treatment, the bowel movements de- 
creased to three, four, and five movements a day. That patient, as you see, can't, 
of course, be given permanently either surgical vchiatric 
would be the advice and what is the outcome 
somatl f view: 

The other question | should like t 
tectomy syndrome is mostly caused 
certain number of patients we get relie 
morphine reduces the pain and secondari 
What is your explanation of its relief by 
causes contraction of the sphincter. How ca 

Dr. Gerber:—Dr. Nathan’s case reminds me of ¢ irse that I saw several 


vears ago. She was very well versed in medicine and consulted many physicians, 


both these that were on the stat . vari pital at she had served in and 
other outside phys‘cians and reveons. | an in details but her 
apparently convinced surgeons to perform al urteen operations. 

had almost every organ, that is possible 1 ake out of the body, out, 


I called her a case of progressive evisceration becau ‘ allv that is 


what happened. She had a kidnev taken out, the appendix and the gallbladder 


removed, the thvroid taken out. She had al gastrointestinal operations and 
then, the usual postoperative adhesi 
and ovaries removed. 

Now, in this case IT am almost sure, though nobody can be absolutely positive 
about such a case, if known only 1 ‘trospect, but IT am reasonably sure there 
were no organic situations or such 1e pathology to require so many opera- 
tions. | am sure she was able to relate such an excellent history and present such 
exact and distressing symptoms to the various doctors and surgeons she went to, 
that they were convinced she could be relieved only by oneration, and proceeded 
to operate, particularly in view of the fact th: he had been previously operated 
on and not relieved. We might sav jokingly the he had a conditioned reflex to 
which many a surgeon responded with an operation. She had pathology but it was 
psychologic. The psychopathology at that time wz ind btedh | ich a severe 
or serious grade that we called it irreversible, and not subje ‘ure by any 


psvchologic methods so far known. Analysis from today till doomsday would not 
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help her. ‘This pathology, whether “psycho” or “somatic” must be practically 
dealt with. If you have a very advanced peptic, or gastric ulcer, even if you think 
its origin was psychogenetic, | am sure you gentlemen know at what stage you feel 


Operative intervention is necessary and proceed to advise it. 


‘The surgeon performs the operation and then, after that, if psychotherapy 
is necessary, | am sure that you will arrange for it. I feel, similarly, that ulcera- 
tive colitis should be handled as an organic condition. If there is a psychological 
phase behind it, the patient’s condition is so serious it must be treated as an 


organic condition and should be dealt with accordingly. 


Merely because the patient, as Dr. Nathan has narrated, showed considerable 
improvement after operation and seemed to be better with psychotherapy and 
psychoanalysis, only points out the tremendous influence that psychotherapy, 
proper psychotherapy, can have in all organic cases. It does not necessarily mean 
that the condition of the patient was not, so to speak, organic at the time that 


several operative Interventions were undertaken. 


I would say that, with anorexia nervosa, we feel that these cases are not 
necessarily organic in the sense of having an etiology that one can determine 
under the microscope or by some laboratory test. Personality studies in cases of 
anorexia nervosa give us the impression that something can be done by psycho- 
analytic or psychotherapeutic procedures. We will continue to try but I am afraid 
that the problem may have to be solved by “organicists”’, so-called. ‘The pathology 
presented—the psychopathology may be so advanced that the patient may be like 
one of those cases that I spoke of in my presentation. The condition may indicate 
the subconscious suicidal or death instinct operating in the individual. It may be 
that the anorexia nervosa means the individual wants to die, wants to commit 
suicide, can’t do it boldly, as the poet would say, with a knife or with a sword, 
but does it disguisedly, fractionally, by gradually losing weight, developing diverse 


lesions, tuberculosis, etc. 


Just this one final point: The symptomatology presented in any case, though 


apparently light, does not necessarily mean that the psychopathology is mild and 
simple and amenable to psychotherapeutic measures. It may be so advanced 
that it is actually irreversible—following injury to the brain, or skin, or any other 


organ, and therefore defeats our best efforts to achieve a “cure”. 

Dr. Emil Granet (New York, N. Y¥.):—Dr. Muschenheim, I wonder if you 
would comment on the experience you have had in cases with open tuberculosis 
of the Jungs, with positive sputum, in which intestinal tuberculosis was demon 
strated by x-ray. If by surgical means, that open lung lesion had been closed and 


1° 


sputum became negative, did the tuberculous enteritis heal spontaneously : 
Secondly, in cases of demonstrable intestinal tuberculosis by x-ray associated 
with positive sputum, what percentage of cases show no, or have no, evidence of 


gastrointestinal symptoms: 


$07 


| ask these questions beca Ise a numbe ye ur) | had occasion to study 


a large series of patients with pulmonary tuberculosis. Seventy per cent of our 
cases in which definite x-ray evidence of tuberculous enteritis was present had 
practically no gastrointestinal symptoms. 

Dr. Muschenheim:—In answer to Dr. Granet’s first question as to the course 
of intestinal tuberculosis—it has been the general experience that the prognosis is 
good when the pulmonary disease is brought under control by surgical or other 
means. The usual treatment of the intestinal disease itself is conservative, with a 
low residue diet, high vitamin intake, plus heliotherapy. Of course, there are the 
cases, Which are however distinctly in the minority, of hypertrophic intestinal 
tuberculosis, in which surgery may be necessary, especially when there is obstruc- 
tion, 

As to the question of the association of demonstrable intestinal tuberculosis 
with symptoms, I would remind you of the early work of Brown and Samson at 
Saranac Lake. Until they worked out the x-ray diagnosis of intestinal tuberculosis, 
it was regarded as purely a terminal event and was usually not recognized except 
at autopsy or in patients who had severe symptoms. 

They demonstrated that there might be considerable involvement of the 
intestine without any gastrointestinal symptoms. I have forgotten just what per- 
centage it was which they found, nor can | quote offhand any current percentage, 
but I would estimate that probably less than half of demonstrable intestinal 
tuberculosis cases by x-ray have any very definite symptomatology. 

I should like to know whether that is not the case in Dr. Granet’s own 
experience. 

Dr. Granet:—Vhat is why brou; up the question. | think it should 
be emphasized that when you do have a patient with pulmonary tuberculosis, do 
not wait for the development of gastrointestinal symptoms before you go ahead 
with the investigation of the intestinal tract. 

I believe with vou that in ‘n tuberculosis, all patients should have early 
gastrointestinal investigation by barium x-ray studies. 

Dr. Muschenheim:—I agree entirely with Dr. Granet, and that is indeed the 
procedure in many if not in all of the sanitoria. It was introduced at Trudeau many 
vears ago by Drs. Brown and Samson, who made the first clinical, roentgenological 
and pathological correlations in this condition. 

Dr. Hyman I. Goldstein (Camden, N. J].):—Dr. Pardee, what, in you 
opinion, is the relationship of cholesterolemia to arteriosclerosis, and particularly, 
to atherosclerosis of the coronary arteries, and coronary thrombosis: I have refer- 
ence, especially, Lo the work ol the Boston Group, Louis N. Katz, (Chicago), 
George R. Herrmann (Galveston), and Milton Plotz (Brooklyn). 

While it is generally known that women during pregnancy have high-blood- 
cholesterol, and much more frequently than men, develop gallstones and gall 


bladder disease with nv} ercholesterolemia + 3 ronary artery disease with coro 
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nary occlusion, and infarction, I believe, is considered more common in men. 
Diabetes, is recognized, as often being found associated with hypercholesterolemia, 


and coronary artery disease—as are certain types of thyroid disease. 


Diabetics, too, often have cholecystic disease. Is the incidence of coronary 


episodes and atherosclerosis, much greater in these conditions, irrespective of sex: 


Finally, as to the occurrence of murmurs in gallbladder colic may I refer 
vou to—Gangolphe (These de Paris 1875), Potain (1878), Rendu (1883), Fabre 
(Gaz. de Hop. p. 916, 1877), David Riesman (].A.MLA., 48:1587, May 11, 1907) 
and (Am. J. M. Sc. 192:655, Nov. 1911) and others. Kerr’s report is quite inter- 
esting in this connection (California State J. Med. 2:339-343, 369-371, Nov. and 
Dec. 1904, 3:16-19, Jan. 1905). 

Is it advisable to operate in coronary cases with cholecystic disease in patients 
who have had one or two attacks of coronary occlusion with myocardial infarction? 
I am acquainted with the reports of Vhomas Fitz-Hugh and Charles C. Wolferth 
of the University of Pennsylvania (Ann. Surg. 101:1, 478-483, Jan. 1935), 


hwartz and Herman (Ann. Int. Med. 4:783, January 1931) and others. 


Dr. Mosenthal, What is the explanation of the Riesman ocular sign in diabetic 


coma: Lhe soft eve ball: 


Dr. Pardee:—\t appears we are starting all over again. 

Chairman Lermann:—lt does. 

Dr. Pardee: —And, under the circumstances, | am going to start by trying 
to make it brief, especially as 1 have very little to say about cholesterolemia in 
its relation to arteriosclerosis, particularly coronary arteriosclerosis. ‘Vhis idea ts 
a novel one and its ramifications have not vet been worked out. Obviously, it will 
take years to do so. Hypercholesterolemia seems to be common in patients who 
have arteriosclerosis, but whether or not that implies a cause and effect relation- 


ship, We are not sure, and even beyond this, we are not sure that to attempt to 


to reduce the cholesterol in the blood will in any way stay the progress of the 
arteriosclerosis. 


It is not always possible to affect the cholesterol in the blood to an important 


‘gree by diet. It is sometimes possible to do so by the addition of thyroid extract, 


he question of the relation of the thyroid to this 


interesting thing that women, who seem to have more gallbladdet 

disease, which is supposed to be related to cholesterol metabolism, seem also to 
have less arteriosclerosis. implies that the cholesterol metabolism must have 


to explain the low arteriosclerotic 


women and the higher arteriosclerotic incidence in men. 


at the murmur that occurs with gallbladder colic is difficult to explain 
on any other c 1 han the one that I have stated. I do not believe that | have 


anything to add to whi have already said. 


] 

but that again must bring up i 

whole picture. 

1) 
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The other question seemed to open up the whole problem of the operability 


of patients who have coronary arteriosclerosis. That 1s a very large problem and 


can hardly be dealt with briefly. L feel, however, that it is very important, if 
possible, to avoid operation until from four to six months after a coronary throm- 
bosis has occurred. 

It is advisable to avoid operation if the electrocardiogram taken from week 
to week, or at two-week intervals shows changes in form which are an indication 
of changes in the nutritional state of the myocardium. 

I do not think that the tendency to angina pectoris is a reliable guide as to 
the operability of the patient. The patient may have very severe pain and not 
very severe coronary disease, or vice-versa, very severe coronary disease and not 
very severe pain. 

I-mergency operations, of course, may have to be done in patients who 
have all these conditions which I have considered as unsatisfactory. Under 
such circumstances it is very important in the operation to avoid cyanosis, for its 
bad effect upon the myocardium, It is very important to avoid shock because of 
the possibilities of precipitating a thrombosis in a vessel which already has con- 
stricted lumen. For the same reason, hemorrhage should be avoided, and every 
effort should be made to maintain the blood pressure as near the patient’s usual 
level as is possible. That is a brief summary which must necessarily omit a great 
deal, but is all that can be said in the limited time. 

Chairman Lermann:—Vhank you, Dr. Pardee. I think you have covered it 
very well. 

Dr. Mosenthal, will you answer the doctor’s question, please: 

Dr. Mosenthal:—Dr. Pardee had lots of chance to answer this cholesterol 
question. | see he occupied about five minutes. He certainly should know much 
more about it than I do, and I won't attempt to answer something on which huge 
volumes have been written—about arteriosclerosis and cholesterol. Cholesterol 
still an unknown quantity and, briefly, the two schools that worked on this thing- 
one is the rabbit contingent, who say when you get a high blood plasma 
cholesterol, you are going to get arteriosclerosis; and the others say that the 
lesions of arteriosclerosis occur 1 » blood vessels and then in the pathological 
tissue the cholesterol becomes deposited to make up the lacking parts. 

In diabetes we do use cholesterol a good deal to determine whether the 
disease is under control or not, because when diabetes gets out of control, we have 
very high cholesterols. We had one cholesterol we never published, but we had it 
up to 2,000 milligrams in one case. That was a rather mild case of diabetes but 
the patient would insist on living on apple pie and Coca-Colas as his usual diet, 
and has done that for years and is enormously obese. We have his cholesterol 
down to 500 now and we see him every six months. 

Besides using cholesterol as a measure of the control of diabetes—hypo- 


thyroidism is the great disease in which we make use of the level of the plasma 
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cholesterol to determine whether the hypothyroidism exists, which results in a 
low cholesterol over the hyperthyroidism, which is accompanied by a high plasma 
cholesterol. 

We have to proceed with enormous caution in using and utilizing these deter- 
minations, and except for the bare facts that have been mentioned here between 
Dr. Pardee and myself, I don’t think there are very many that are of great clinical 
value. 

As for the eye condition, I should like to remind Dr. Goldstein that in mori- 
bund cases—I know when I was an intern at the hospital—we tested the eyeball 


to see whether a case was dead or not before we signed the certificate, and I sup- 


pose similar conditions pertain in diabetes and coma. Of course, we rescue the 


people from apparent death now, with insulin, but the osmotic conditions that 
pertain with a relaxation of blood vessels and dehydration undoubtedly contain 


the reason for these soft eveballs. 


| 
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MODUS OPERANDL OF CARMINATIVES 


Tue Tuerareutric VALUE or GARLIC IN 


FUNCTIONAL GASTROINTESTINAL DISORDERS 


PREDERIC DAMRALU, M.D 
and 
KDGAR A. FERGUSON, Chemist 
New York, N. Y. 


The value of garlic as a carminative has been recognized since ancient times. 
\ Sanskrit document, the Bower manuscript found by a native in the ruins of 
Mingai, ‘Turkestan, contains a remarkable dithyramb in praise of allium sativum 
(garlic)'. In the rich materia medica of India, Sdsruta in the fifth century A, D. 
described a number of carminatives which are still in use today. Hippocrates, 
Pliny, and Galen used garlic widely in therapeutics. 

It is believed that the clinical and roentgenographic investigations reported 
in this paper throw a new light on an ancient subject. In a series of cases of func- 
tional dyspepsias and gastric neuroses treated with dehydrated garlic tablets, we 
observed definite and consistent relief of the symptoms of heaviness after eating, 
flatulence, gas colic, belching and nausea. 

Of special interest in these cases was the associated reduction or disappear- 
ance of gas accumulations in the stomach and intestines as revealed by the 
roentgenograms. In other words, the before and after roentgenographic compari- 
sons confirmed the clinical improvement. 

Very few scientific studies on the modus operandi of carminatives have been 
published and their action has largely been taken for granted. Carminatives have 
been defined by Sollmann® as “aromatic and pungent drugs, used in flatulence 
and colic, to expel gas from the stomach and intestines, and to diminish the 
‘griping’ pains”. 

The action of carminative oils on the alimentary canal ts explained by 
Cushny® as follows: “On passing into the stomach, the oils cause the same sensa- 
tion of warmth in the gullet, and this is accompanied by a sense of well-being and 


comfort, the appetite is often increased, and any feeling of distention after meals 


is relieved. This is often attended by the eructation of quantities of gas. Substances 


which produce these effects in the stomach are known as carminatives, and many 
explanations of their action have been offered . . . The movements and tone of 
the stomach are decreased by small quantities of the oils applied to the mucous 
membrane; this weakening action probably extends to the sphincters, and thet 
relaxation may explain the relief of the feeling of distention and the eructation 
of gas from the stomach after the administration of these oils”. 

We believe that our studies have confirmed Cushny’s theory that carminative 
oils reduce the movements and tension of the stomach and also relax the sphinc 


ters, thus relieving Hatulence and its attending symptoms. So far as garlic its 
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lacodynamic action extends 


» little has been p ished on the uses of garlic in 


vastrointestinal therapy, although its carminative action has been taken for 


granted for centuries, we believe that a report of our original studies will be of 


f gastroenterology. 


CJASTROENTERIC AALLICHALONI 
he carminative action of dehydrated garlic: As has 
been tated already, this was evidenced clinically by symptomatic relief ol 
flatulent dyspepsia. An unexpected finding of our research, as disclosed by the 
gastrointestinal roentgenograms, was the discovery that dehydrated garlic exerts 
a delaying action upon excessive motor activity of the stomach and intestines. 
Garlic retards hyperperistalsis. 
studies that there are unidentified principles in garlic 
action upon the plexuses of Meissner in the submucosa of 
intestines and perhaps also upon the plexuses of Auerbach 
f the intestines. We believe that garlic relaxes the tone 
of the stomach and intestines by acting on the nerve endings in the 
Much of the clinical improvement following administration 
in gastric neuroses and flatulent dyspepsia is, in our opinion, 

ing) action. 
garlic, in view of their unusual phat 


. 
descriptive name gastroenteric allichatone 


ROENTGENOGRAPHIC STUDY 


genographic study was undertaken to deterrhine the 


n gastrointestinal motility by comparison of the opaque 
For this purpose standard barium sulfate 
he customary method for a gastrointestinal 


were taken six hours after ingestion of 


atients referred to a vastroenterological 

‘he average age Was 42, height 

duration of the complaint was one 

atients complained of abdominal pain, 8 of epigastric o1 
belching and al ae 

Om] arison was made on the same patient 

» odd number cases, the first test was made with 

later without medication. In the even 


le without medication and repeated ten days 
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The medication used consisted of a total of 6 garlic tablets, each containing 
434 grains of dehydrated garlic. ‘two tablets were given with the barium meal, 
2 two hours later, and the remaining 2 tablets after ir hours. 


With the use of garlic the size he barium residue | he nach after 

hours was definitely larger than without the medication. In the horizontal 
axis, the measurement of the barium residue in the stomach averaged 1.7 cm. 
with medication as compared with 0.76 cm. without medication. In the vertical 
axis, the barium residue averaged 0.88 cm. with medication as compared with 
0.16 cm. without medication. With the use of the dried garlic tablets part of the 
barium meal was retained in the stomach after six hours in 7 cases as comps 
with 3 cases without medication. ‘This change in the size of the barium residue 


demonstrates a sedative action of al/ium sativum on gastric motility. 


‘To determine the delaying action of ga in the intestines, 
tion of the head of the barium column was measured as 
stomach, 1; duodenum, 2; small intestines, 3; ileocecal junction, 4; | 
5; center of transverse colon, 6: splenic flexure, 7; sigmoid, 8; 
evacuation, 10. 


Without medication the average station in 


the barium meal was 6.0. With administration 


residue was reduced to an average of 5.7 stations. Considering the 
total of only 28 '2 grains of dehydrated garlic was administered and the gastro 
intestinal tract is 30 feet long, an average reduction of 0.3 station represents a 
definite delaying action on intestinal peristalsis. Roughly it may be assur 
be approximately an average of 10 inches. 

In this limited study we were impressed by the | * reports of relief of 


flatulence, belching and gas colic when the garlic tablets were taken. Hence we 
decided to give the garlic a more extensive trial and administer | er a sufficient 
period ol time to provide a reasonable « 

CLINICAL STUDIES 


f 29 patients complaining o 


flatulence, gas colic and na 

lunch and dinner, for a period of two weeks. 

dehydrated garlic per tablet, flavor modified with s grains of dehy 

‘he tablets were sugal coated for palatability lissolved readily i 
The clinical group consisted of 15 


Was 43, height 5 feet 5 incl es. weight 


{ 
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us When present, two plus when it interfered with sleep, and sero 
when absent. 

Belching was rated as one plus when it was suflicient to cause temporary 
disturbance following a meal, tzvo plus when the discomfort continued and 
interfered with sleep, three plus when it was necessary to get up during the night 
and take special measures during the day to relieve continuous belching, and sero 
when absent. 

Flatulence was rated as one plus when it was easily relieved by belching, tzvo 
plus when there was some distention of the stomach, three plus when the disten- 
tion was obvious and could not be relieved, and sero when absent. 

Colic, or spasmodic abdominal pain due to gas, was rated as one plus when 
present, tevo plus when severe enough to interfere with work and sleep, and sero 
when absent. 

Nausea was rated as one plus when present, tsvo plus when it interfered with 
eating, three plus when it caused vomiting, and sero when absent. 

On the basis of these ratings, the severity of the symptoms was averaged for 
the series of 29 cases before and after treatment with dehydrated garlic tablets 
for a period of two weeks. The results are summarized in the table. 

PABLE I 
or Symptoms By TABLETS 
\verage Severity before and after Medicatior 
Rel 


( 


\n analysis on the basis of cases gives the following results: 

Heaviness after eating (epigastric or abdominal distress) was present in 25 
cases. It was completely relieved by the treatment in 15 cases, partially relieved 

no relief in 4 cases. 

Belching was present in 25 cases. It was completely relieved by the treatment 
in 13 cases, partial relief in 9, no relief in 3 cases. 

Flatulence was present in 25 cases. It was completely relieved by the treat- 
ment in 20 cases, partial relief in 1, no relief in 4 cases. 

Gas colic was present in 24 cases. It was completely relieved by the treatment 


in 13 cases, partial relief in 8. no relief in 3 cases. 


Nausea Was present in & cases, Lt was completely relieved by the treatment in 


6 cases, no relief in 2 cases. 

‘The statistics given in the above table and analysis show significant relief 
of the common symptoms of flatulent dyspepsia, nervous dyspepsia and other 
vastric neuroses and suggest the use of dehydrated garlic tablets for relief of a 


wide variety of gastric and intestinal symptoms. 
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In this second series of cases, when studied roentgenographically, it was like 
wise found that the gastric residue was increased and the progress of the head of 
the barium meal delayed after two weeks of medication with dehydrated garlic 
tablets. 

Case Reports 

The following case reports are representative of therapeutic results with com- 
plete symptomatic relief obtained with dehydrated garlic tablets in this series of 
cases. 

Case 1:—K. C., age 55, a married woman with two children, height 5 feet 
4 inches, weight 162 Ib., complained of heaviness after eating, flatulence, gas colic, 
belching, nausea, nervousness and loss of appetite. The duration of these symptoms 
Was six months. No demonstrable lesions were found on clinical and roentgeno 
graphic study. 

After taking dehydrated garlic tablets for two weeks, 2 tablets twice daily 
after lunch and dinner, the symptoms of heaviness, gas colic and nausea were 
completely relieved. There was considerable relief of flatulence and belching. She 
was less nervous and her appetite improved. 

Because roentgenograms of this case are typical of the series, they are repro 
duced herewith. 

Figure 1, before medication, shows a very large stomach and redundant bowel, 
extending up to the splenic flexure then down to a wide, enlarged sigmoid. A large 
amount of gas’may be observed at the splenic flexure. Accompanying clinical 


complaints, as in this case, are usually flatulence or gas in the stomach, which 1s 
ordinarily not relieved by belching. Six hour study (Figure 2) shows barium in 
the sigmoid and partial evacuation. Evacuation is complete in twenty-four hours 
(Figure 3). 

The entire process is slowed after medication (Figures 4, 


iour plate (Figure 5), the head of the barium column is in the descending colon 
| plate (I ). the head of the | | the d | | 


and does not extend into the sigmoid. The twenty-four hour plate (Figure 6) 


shows partial evacuation and the sigmoid is not distended with gas. ‘This its an 
extremely beneficial effect of garlic medication and typical of the entire series. 
Case 2:—A. F., age 50, a married woman with one child, height 5 feet 3 
inches, weight 180 Ib., complained of epigastric distress (heaviness after eating), 
belching, flatulence and gas colic. The duration of the complaint was one yeat 
No demonstrable lesions were found on clinical and roentgenographic study. 
The medication prescribed was 2 dehydrated garlic tablets twice daily, after 


lunch and dinner. At the end of two weeks on this treatment, there was no longer 


1 


any distress and all symptoms of heaviness, belching, flatulence and gas colic had 
disappeared. 
Before medication there was complete evacuation in twenty-four 


the roentgenogram showed no residual barium. After medication with 


Carninativ: 
the 
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twenty-four hour film showed a great deal of residuum, resulting from the slowing 
action on intestinal motility. Another interesting feature Was that, after admin- 
istration of garlic, most of the gas had moved along the intestine with the barium 
stomach as shown in the previous film, 
ilent dyspepsia plus hyperperistalsis of the lowet bowel, 


relieved symptomatically and objectively in two weeks by garlic medication. 
Case 3:—K. L., : 19, male, single, height 5 feet 10 inches. weight 160 Ib., 
mplained of con us belching which was so severe as to interfere with sleep, 
her complaints were flatulence, epigastric distress (heaviness after eating), 
lic and anorexia. The duration of the illness y as one vear. No demonstrable 


ere found on clinical and roentgenographic study. 


Fig. 3—1 
‘he patient was put on the prescribed routine of 2 dehydrated garlic tablets 
after lunch and dinner. At the end of two weeks all of the ymptoms 
my] letely relieved and the ap} etite had improved, 

ach roentgenograms taken one half hour after the 
extreme hyperperistalsis originating in the stomach before 
slowed down cx nsiderably after medication. At six hours the 
* medication, reached the sigmoid and approached 
it reached only as far as the middle of the trans- 
residual barium remained in the ascending colon, 

retardation. 
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Case 4:—K. E.. age 52, a married woman with two 


1 


3 inches, weight 120 lb. complained ot I tractable bel hing which 


nights, flatulence, gas colic, epigastric distress (heaviness 
appetite and nervousness. Her symptoms dated 
ble lesions were found on clinical and roentgen 

After two weeks of treatment with del 
after lunch and dinner, the symptoms of belc 
tric distress were completely relieved. Apy 
nervous. 
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meal resulting from hyperperistalsis. After medication, tl 
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Fig. 5—Six |} 


yurs 


Fig. 6—Twenty 


column reached only as far as the middle o 
ment not only relieved the symptoms of fl: 
excessively rapid peristaltic action. 
Case 5:—M.-S., age 42, a married wor 
3 inches, weight 150 Ib., complained of flatul 
and night. Her symptoms had lasted 
found on clinical and roentgenographi 
There was complete relief of these symptoms 
with dehydrated garlic, 2 tablets twice daily after 
Roentgenographic study of the half-hour stomach films 


tablets showed gastric hyperactivity. The stomach contents 
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on through the duodenum into the small intestine. ‘This was not evident after 
medication. The twenty-four hour film before medication showed the head of the 
barium column in the rectum. After medication it reached only as far as the 
splenic flexure. 

Case 6:—S. W., age 58, a married woman with one child, height 5 feet 2 
inches, weight 152 Ib., complained of belching for the past two years, which was 
so severe that she had to get up at night to take special measures for relief as 
well as during daytime. Flatulence was so severe that distention of the stomach 
and intestines was obvious and could not be relieved by ordinary means. No 
demonstrable lesions were found on clinical and roentgenographic study. 

Relief of both belching and flatulence was complete after the use of dehydrated 
garlic tablets, 2 tablets twice daily after lunch and dinner, for a period of two 
weeks. 

There was excessive hyperperistalsis, as shown by the roentgenograms. The 
six-hour film without medication showed the head of the barium meal in the rec- 
tum with scattered barium throughout the colon. After garlic medication, part of 
the barium remained in the small intestines and the rest was visible from the 
cecum past the hepatic flexure to the transverse colon. ‘The treatment definitely 
reduced the hyperperistalsis. 

Case 7:—C. C., age 42, a, married man, height 5 feet 7 inches, weight 163 Ib., 
complained for the past seven months of very severe belching, flatulence and gas 


colic, together with epigastric distress (heaviness after eating). He had lost weight 


and was nervous and unhappy. No demonstrable lesions were found on clinical 


and roentgenographic study. 


\fter taking dehydrated garlic tablets for two weeks, 2 tablets twice daily 
after lunch and dinner, the svmptoms of belching, flatulence, gas colic and epi- 
gastric distress were completely relieved. He gained a pound and was less nervous 
and depressed. 

Twenty-four hour films before and after medication showed delayed evacua- 
tion. The head of the barium column reached the descending colon and sigmoid. 
It is interesting to note that garlic did not increase the stasis in this type of case. 

Case &8:—W. W., age 50. a married man, height 5 feet 8 inches, weight 156 

complained for the last eight months of severe abdominal distress (heaviness 

pogastric region after eating). and also of belching and flatulence. He 

Was very nervous. No demonstrable lesions were found on clinical and roentgeno 
graphic study, 

He experienced complete relief of the abdominal distress, belching and flatu 
lence after taking the dehydrated garlic tablets as directed for two weeks. He was 
less nervous and there was no longer any area of abdominal distress. 

\t six hours the roentgenograms both before and after medication showed 
complete emptying of the stomach and the head of the barium meal had reached 


the middle of the transverse colon, 


4 
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SUMMARY 


A clinical investigation of dehydrated garlic showed this carminative to be 


highly effective for relief of heaviness after eating (epigastric and abdominal dis- 


tress), belching, flatulence, gas colic, and nausea. Satisfactory therapeutic results 
were obtained in cases of flatulent dyspepsia, nervous dyspepsia and other gastric 
neuroses. 

Roentgenographically a comparison of films with and without the medication 
demonstrated that dehydrated garlic has a sedative action on the stomach and 
intestines, relaxes spasm, retards hyperperistalsis and disperses accumulations of 
gas. 

It is believed that these studies explain the carminative action of garlic as due 
to unidentified principles which we have designated as gastroenteric allichalone 
(allium, garlic; chalone, to relax). 

Since dehydrated garlic tablets are safe for long continued use, they may be 
indicated in a wide variety of functional disturbances of the stomach and intestines. 
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INTRODUCTION 


Karly in 1948, the Executive Board of the National Gastroenterological Asso- 
ciation, upon the suggestion of Dr. A. L. Levy of Flushing, N. Y., took under 
advisement the matter of appointing a Committee on Standards and Rating for 
the purpose of evaluating gastrointestinal clinics and those clinics where gastro- 
intestinal cases were treated, in the hospitals of the United States. As far as was 
known no previous attempt had been made to make such an evaluation on so 
wide a scope. 

In the summer of 1948, a Committee consisting of Drs. Sigurd W. Johnsen, 
Passaic, N. J., Chairman; Donald C. Collins, Hollywood, Calif.; Felix M. Cunha, 
San Francisco, Calif.; Harry M. Eberhard, Philadelphia, Pa.; Herbert L. 
Weinberger, New Orleans, La. and Mr. Daniel Weiss, Executive Officer of the 
National Gastroenterological Association was appointed to conduct such a survey. 


Working throughout the summer and the fall, the Committee prepared a ques- 


tionnaire on gastrointestinal clinics which was to be sent to the superintendents 


of hospitals in the United States, having 100 or more beds (Fig. 1). In order to 
assure reply, this questionnaire was made as simple as possible and instead of 
asking for lengthy worded replies, it was so constructed as to require a minimum 
amount of time for answering, by permitting the encircling of the proper code 
number in each category which best represented the answer to the question, At 
first it Was proposed that only one answer be encircled in each category. However, 
to avoid too many categories and making the questionnaire too lengthy, it was 
decided that in several instances the encircling of more than one item would be 
advantageous and so some of the questions were constructed for all or some of the 
answers to be encircled. 


*Report of the Committee on Standards and Rating of the National Gastroenterclogical Ass 
ciation 
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PROCEDURE 
On 14 January 1949, the questionnaire, accompanied by a letter, was sent by 
first class mail to the superintendents of the hospitals. ‘Two thousand one hundred 


and fifty-four such questionnaires were mailed with the request that they be 


completed either by the superintendent or the chief of the gastrointestinal clinic 
or clinic where gastrointestinal cases were being treated. One month was allowed 
for the return of the completed questionnaire and a business reply envelope, which 
required no postage, was enclosed for this purpose. 

As of this report, 770 completed questionnaires have been returned, compris 
ing approximately % of the number mailed out. Of these 770, 487 were returned 
with a negative reply, that is, they do not have a gastrointestinal clinic or clinic 
where gastrointestinal cases are treated, and 283 were returned with a positive 
reply, that they do have separate gastrointestinal cfinics or clinics where gastro 
intestinal cases are treated. 

It is with these 283 that we are concerned. A preliminary breakdown of the 
positive questionnaires is given below. — - 


TABLE I 
Prant anp 

Part of Internal Medicine 

Part of Medical Service 

Part of Surgical Service 

Part of OPD : 

Part of Combined Medical & Surgical Services... 

Part of Clinic Service 

Other 

Affliated with Medical Schoo 

Separate clinic. . SU) 

These results are being presented merely as a set of statistics without any 
attempt at evaluation since this is but a preliminary and by no means a final 
report. 

PLANT AND FaciLirirs 

In this category it was sought to determine the actual physical set-up of the 
clinic. Was it part of Internal Medicine? Was it part of a service in the hospital? 
Was it affliated with a medical school or was it an entirely separate clinic from 
any of the above mentioned categories? 

In 136 instances (Table I) the clinic was a part of Internal Medicine. In 
8O cases the clinic was an entirely separate clinic. Forty-six of those who returned 
the questionnaire indicated that the clinic was part of the medical service and in 
5, it was part of the surgical service. Seven questionnaires stated that the clinic 
was part of the out-patient-department, 2 as part of the combined medical and 
surgical service, 2 as part of the clinic service and 2 as part of the TB service. Five 
others were divided, one each in the cancer service, psychiatric service, tumor 
service, diagnostic service and one was a group clinic. 

It will be noted that only six of the questionnaires indicated an affiliation with 
a medical school. ‘These medical schools included the University of California, 
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Georgetown University, Chicago Medical School, Northwestern University, Tulane 
University and the Los Angeles General Hospital. This seems to indicate that 
not all of the gastrointestinal clinics affiliated with Medical Schools have as yet 
returned their questionnaires. fn a follow-up to the survey which will be made 
within the next few weeks, it is anticipated that more of the questionnaires will 
be returned by those clinics affiliated with medical schools. 
X-ray 

The next item was to determine what x-ray facilities were available in these 
clinics. Were they part of the hospital? Were they shared with another clinic: 
Were they part of the medical school or did the clinic have its own separate X-ray 
laboratory : 


PABLE 


Part of Hospital 163 
Shared with another Clink 14+ 
Part of Medical Schoo!. 8 
Separate Laboratory 14 


One hundred and ninety-nine replies to the question on x-ray facilities, re- 


vealed that in 163, facilities were a part of the hospital, in 14 they were shared 
with another clinic, & were part of the medical school and in 14 cases, there was 
a separate x-ray laboratory (Table IT). 
LABORATORY 

Here again, as in x-ray facilities, it was sought to determine whether the clinic 
functioned with a laboratory which was part of the hospital, which was shared with 
another clinic, which was part of a medical school or whether the gastrointestinal 
clinic as such had separate laboratory facilities. 

TABLE III 


LaBoRATORY 
Part of Hospita 
Shared with Another Clink 
Part of Medical School 
Separate Laboratory 


Of 203 replies concerning laboratory facilities, 143 of these indicated that 
the laboratory was part of the hospital set-up, 25 were shared with another clinic, 7 
were part of a medical school. 

It was tateresting to note, as shown in Table IIL, that 28 of the clinics indi 
cated that they had separate laboratory facilities. 

Researcu Factnirirs 

In this category, the questionnaire requested information concerning research 

facilities in the various fields. One hundred and nineteen replies indicated they 
TABLE IV 
Researcu 

None 

Medical 

Surgical 

Proctologic 
had no research facilities. One hundred and twelve indicated medical research 


facilities, 77 surgical and 116 proctological (Table 
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ASSOCIATED SERVICES 
The fifth question dealt with associated services. Fifty-four replied that there 
were none (Table V). One hundred and sixty-three replied affirmatively concern- 


ing gastroscopy, there were 207 which had proctology associated, 120 cytology, 


75 peritoneoscopy and 112 biopsy. 
TABLE \ 
\ssoctaTED SERVICES 

None 

Gastroscopy 

Proctology 

Cy tology 

Peritoneoscopy 

Liver Biopsy 

Having obtained the information concerning the plant and facilities and physi- 
cal set-up of the various clinics, the questionnaire then proceeded to obtain informa- 
tion concerning the personnel of the clinics, the frequency at which they were 
held, the number of patients seen, the number of ward beds reserved for gastro- 
intestinal patients only, the social service set-up, the follow-up, if any, the fee for 
the clinic, the type of records maintained, whether or not clinical conferences were 
held and the general clinical routine. 


NUMBER OF CLINICS 


The Committee sought to determine how often clinics were held (Table V1). 
Fifty-seven reported that they held daily clinics, 28 were held three times a 
week, 63 twice a week, 63 once a week. In 15 instances clinics were held only as 


TABLE VI 
NuMBER oF CLINICS 


Daily 
Four times a week 
Three times a week 
‘Twice a week 
Once a week 
Semi-mont] 

Monthly 

Bi-monthly 

As required 
By appointment 
With regular medical clini 


— 


required. Two were by specific appointment, three were held four times a week. 
3 were held semi-monthly, | monthly, 1 with the regular medical clinics and 1 
bi-monthly. 
Crier or Ciinic 

The next question then asked information concerning the status of the chief 
of clinic. The purpose of this question was to determine the importance attributed 
to the gastrointestinal clinic or the clinics in which gastrointestinal cases were 
treated, as shown by the appointment of the chief of that clinic. In 103 instances 
the chief of the clinic was a Senior, in 43 he was an Associate, in 19 he was an 
Assistant, in 2 he was a Clinical Assistant, 4 were Assistant Professors of Medi- 


cine, ete., 3 visiting physicians, 2 each were superintendents of hospitals, radiolo- 
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gists, consultants, internists and the single instances were divided amongst mem- 
bers of the staff, the American Society of Gastroscopists, a medical director, a 
resident physician, the officer of the day, the section chief, the clinical director, 


a member of the courtesy staff, an adjunct, an clinical professor, a chief of medi- 


FABLE VII 
Crier or CLinic 


senior 

Associate 

\ssistant 
Clinical Assistant. . 
Assistant Professor. ... 
Visiting 
Superintendents 
Radiologist 
Consultant 
Member of Statf.. 


Gastroscopist 
Medical Director.... 
Resident 
Officer of the Day 
Section Chief... 
Clinical Director. 
Courtesy Staff 
Adjunct 
Chief of Medicine. 
Clinical Professor 
Junior Attending 


Diplomates of the American Board of Interna Medicine included in above 96 
cine and a junior attending (Table VII). It is of interest to note that 96 of the 
chiefs of clinics were Diplomates of the American Board of Internal Medicine 
indicating the emphasis being placed upon certification by the specialty board. 

Funu-rime AssisTANts 

Several clinics reported that they had full-time assistants on their staff. The 

majority however did not have any full-time assistants. One hundred seventy 


TABLE VIII 


Numer or Assistants 


plus radiologist and proctologist 
visiting specialists 
Staff members... . 


reported none, 71 reported 1-3, 18 reported 4-6, 1 reported 15 visiting specialists, 


1 reported staff members to be full-time and 1 reported that they had three full- 
time members plus a radiologist and a proctologist (Table VIII). 
Part-Time AssisTANTs 
We then questioned the clinics on the number of part-time assistants. One 
hundred and twenty-three had no part-time assistants, 92 had from 1-3 part-time 


assistants. 32 had from 4-6, 3 had from 6-8, 3 had 10, one had 30 members of the 
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staff, 1 had four volunteers and 12 residents, 1 had 24 visiting part-time assistants, 


1 had 12, 2 indicated that the amount varied, 1 had 5 and 2 were members of 


TABLE IX 


NuMBER OF Part-TIME AssISTANTS 


4 volunteers and 12 residents 
24 visiting 

30 members of staff 

50 consultants. 

Members of stati 


aries 


the staff. It was interesting to note from Table [IX that in one instance there were 


SO consultants who were being used as part-time assistants in the clinics. 


NuMBER oF PATIENTS SEEN Per CLinic 
This question was asked to determine the work-load per physician in the clinic. 


Ninety-four clinics reported that they saw on the average of 1-5 patients per 
clinic, 44 reported 6-10, 32 reported 11-15 and 22 reported 16-20 patients per 


clinic (Table X). Nineteen reported that the number of patients varied, | re- 


TABLE X 


NUMBER OF PATIENTS SEEN PER CLINtc 


1.5 
6-10 . 
11-15 
10-20 
16-20 
20-30 
30-75 
35-40 
40-45 
40-60 
100-150 
Over 200. 


5 per 
Varied number 
600 per annun 


2.570 per annum 
ported 10-20 per clinic, 2 reported 40-45, 7 reported between 20 and 30 patients, 
5 reported between 40 and 60 patients, ] reported over 200 per clinic, 1 between 
100 and 150, 2 between 30 and 75, 1 between 5 per month and 8 between 35 and 
40 patients. Two clinics grouped their patients and these reported 600 per annum 


and 2,570 per annum. 


NUMBER OF Warp Beps 


The Committee felt that it was important to learn how many hospitals had 


ward beds especially reserved for gastrointestinal cases. From ‘Vable XT we learn 


None eee 12 
4-6 : 3 
12 j 
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that 116 had replied that none were specifically reserved, 22 reserved 1-5 beds, 
Y reserved 6-10 beds, 7 reserved 11-15. Scattered breakdowns were as follows: 


VABLE XI 


NumBer or Warp Reservep FOR GASTROINTESTINAL PATIENTS 


many as required 


many as available 


2 reserved 88 beds, 1 reserved 70 beds, 1 reserved 68 beds. 1 reserved 30 beds, | 


reserved 24, 2 reserved 25, in 3 instances as many as required were available and 

in 1 instance as many as available were used. 
SOCIAL SERVICI 

Of importance to any good clinic is the social service set-up. In this the com 

mittee sought to determine whether the clinic had separate social service workers, 

whether they used the Red Cross, whether the worker was shared with another 

clinic or whether there was no social service whatsoever. As seen from ‘Table XII, 
rABLE XII 


SOCTAI SERVICE 
None 
Worker shared with another Clini 
Red Cross worker 
Separate worker for the clini 
62 clinics reported they had no social service whatsoever, 182 clinics shared .a 
worker with another clinic. In 10 a Red Cross worker was available and 19 indi 


cated that thev had separate worker for the gastrointestinal clinic. 


oLLOW-UP 
The Committee then sought to determine what follow-up, if any, was used 


by the clinics (lable XIII). In 71 instances there was no follow-up, 63 indicated 


VABLE 
For LOW-UL 
None 
weeks 
1 month 
Bi-monthly 
3} months 


months 
rears 


\rmy service 


Length of he spitalizatic om. 


As required in each individual cas 


follow-up as 3 months, 15 as 6 months, 9 as one year, 8 of | month, | of 


1 bi-monthly, 1 for duration of stay in the army, 1 for 3 weeks, 1 from 1-5 


11-15 7 
l 
ZS... 
l 
l 
70 i 
88 . 
| | 
71 
15 
1 
l 
5 years 
Duin 
100 
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1 for the length of hospitalization and 100 indicated that the follow-up was as 
required in the individual case. 
This category was merely for statistical purposes as can be seen from ‘Table 
NIV. In 83 instances there was no fee for the clinic, 85 were entirely charity cases, 


TABLE XIV 


None 
Charity 
Adjusted scale... 
Admission . 
Consultant's 
Insurance Company...... 
Maryland Medical Care 
74 were on an adjusted scale, 73 were per visit, 15 were on an admission basis 


and the others were on scattered bases. 


Rrcorps 
\nother important item in any clinic is the manner in which records are kept. 
Table XV indicates that 152 clinics used individual records, whereas 126 used 
central records. 
rABLE X\ 


Ricorps 


Individua 


Central 
CiinicAL CONFERENCES 
The Committee felt that the matter of clinical conferences was of sufficient 
importance to be included in the questionnaire. Here the clinics were asked to 
indicate how frequently they held a clinical conference. The results are to be 
found in ‘Table XVI. 
PABLE NVI 


CLInicaL CONFERENCES 
Nor 
9-10 times a week 
Daily 


3 times per week 


Iwice a week 
Weekly 

Bi week \ 
Semi-weekly 
Monthly 

Bi mor thl 
Quarterly 


Veaching conference 


As required 
Ninety-one of the clinics which answered this question indicated that they 


conducted no clinical conferences, 97 had a weekly clinical conference, 40 had a 


monthly clinical conference, 5 were held twice weekly, 3 were held as part of the 


medical service, 3 were held daily, 2 bi-monthly, 2 semi-monthly, 1 each 2 to 3 


i 
<3. 
2 
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times per annum, bi-weekly, 9-10 times a week, quarterly, teaching conference, 
semi-weekly and 3 times per week. Twelve replies indicated that clinical confer- 
ences were held as required. 


Cuinic Routint 


The final category in the questionnaire was information concerning the clinic's 
routine. 

The Committee asked each clinic to list the general routine and for this 
purpose all of the items in the question pertaining to the routine were to be en- 


circled. ‘Table XVII indicates that in 250 only the history and physical examina- 


TABLE XVII 
Rourini 

History ... : 

Physical Examination. 

Blood Chemistry. 

Stool and Urine... 

Gastric Test Meal 

XxX ray 

Gastroscopy ‘ 

Basal Metabolisn 

Reports 


tion were part of the routine, 202 indicated they did routine blood chemistry, 223 


did stool and urine analysis, 183 gave a gastric test meal, 223 had routine x-rays 


taken, 105 did routine gastroscopy, 144 gave basal metabolism, while 166 
gave reports. The other clinics advised that the various items were not routine 


with their clinics, but were performed as indicated in each individual case. 


SUMMARY 


It is again desired to point out that the above is but a preliminary report 
based upon the returns received during the first month. 

In order to assure that the greatest possible amount of information is avail- 
able, a follow-up is being sent to those hospitals which did not respond either 
aflirmatively or negatively, requesting that the questionnaire be returned in ordet 
that the information be included as part of the survey. 

The Committee is gratified by the response to the questionnaire. ‘Vhat the 
need for such a survey existed was evidenced in the numerous letters received with 
the returned questionnaires, expressing interest in the final findings and asking to 
be kept informed of the progress made by the Committee. 

It is hoped that the information thus acquired through questionnaires will be 
made the basis of standards for gastrointestinal clinics or for clinics where gastro- 
intestinal cases are treated and, upon completion of this work, by the National 
Gastroenterological Association's Committee on Standards and Rating, the infor- 
mation will be promulgated to the various hospitals and institutions by means of 


direct mail and will also appear in THe Review or GaAstTROENTEROLOGY. 


i 
250 
250 
208 
93 
183 
993 } 
105 
144 
166 
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PRACTICAL CONSIDERATIONS IN GASTROSCOPY. Carl H 


CERTAIN Rabin. New Orleans 
J. 101:374, (Feb.), 1949 
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we fields of history, indica 
elf is a reiteration of facts previously 
However, because it is so succinctly presented it bears reading. 


X. Rossen 


ions and observations. The article in it 
ther authors i 


OFFIC OROSCOPY. D. M. Moore. New Orleans M 


Vhis is a dis 


& S. J. 1022380, 1949: 

the elementary facts for the tluoroscopist. The dangers of x-ray exposure 

protect against them, as well as the methods whereby better fluoroscopic observations 
ented, Over exposure with x-rays necessitated by im 
igainst. The posi i 


cussion 


proper accommodation of 
the eyes tioning of the patient and interpretation of findings are 
presented 


described in this article deal with those he thoracic cavity. There is no 
wedures for gastroenterological study. 
short but worthy of examinatior he beginner and of value to 
ft human factor entering into 
things for yranted 


those Whe 
ireless because repeated use of the tHuoroscope, 


A Rossitn 
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SURGICAL TREATMENT FOR CARCINOMA OF THE ESOPHAGUS 
\ 


Philip ‘Theorek. L[linois 
2: (Dee.), 1947 


hagus is no longer an inoperable lesion. Standardized operative procedures 
ly carried out. Successful resections for malignancy of the esophagus and of 

have been done 
1946 to October 1947) 22 cases, 10 of which were inoper- 
was performed, followed by intrathoracic esophagogastric 
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REPORT ON SURGERY OF THE STOMACH AND DUODENUM FOR 1947, AT MAYO 
CLINIC. Waltman Walters, al. Proc. Staff Meet. Mayo Clinic. 23:554-562, (Nov. 24), 1948 
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CURRENT PRACTICES IN THE SURGICAL TREATMENT OF ULCER 
North America. 1071-1087, (Oct.), 1947 
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PNEUMOTHORAX RESULTING ‘FROM A DISSECTING GASTRIC ULCER. P. B. Hudson, 
L. C. Gay and H. FE. Newman. Arch. Surg. 50:301-303, (June), 1945 


Twenty-five cases of acquired gastrothoracic fistulas, developing from peptic ulcers, were 
collected by the authors in a review of the literature. The authors’ case was a man 69 years old, 
who had an acute type of gastric ulcer, and was different than the previously reported cases, in 
that the abdominal cavity was unsoiled and the dissection occurred along the coats of the stomach 
and esophagus. There was no peritoneal inflammation, and no adhesions were present. ‘There was 
a left-sided pneumothorax. The gastric ulcer was found on the posterior aspect of the cardiac end 
of the stomach with erosion into the wall of the stomach and into the wall of the esophagus, causing 

ssection of ‘wall with perforation and spilling of gastric contents into the left: pleural cavity 
Gotpsrein 


THRE RELATIONSHIP) BETWEEN GROSS JPYPE OF GASPRIC) CARCINOMA AND 
ANACIDITVY. R. Herbel and D. Gaviser. Surgery. 24:512-517, (Sept.), L948 


Most patients with gastric cancer have achlorhydria when diagnosis is established. However, 
a significant number have free acid in at least some degree. The authors review 284 cases in which 
gastric resection was performed. ‘Tumors of type I—polypoid cancer (Borrmann’s classification, 
1901 )—were constantly associated with achlorhydria (only 3.2 per cent of the series). Of each of 
the other types—II sharply demarcated, ulcerating cancer; Il, partly sharply demarcated, and 
partly infiltrating cancer: IV. diffusely infiltrating carcinoma—a significant proportion of the cases 
showed free acid. The diffusely infiltrating cancer (type IV) showed free acid more often than the 
other two types. IP and TIL! Some cases showed between 20 and 30 deyvrees free acid 


Hlyman 1. 


GASTRIC ULCER. C. FE. Welch and A. W. Allen. New England J. Med. 240:277, (Feb. 24), 1949. 


The authors studied a total of 520 patients of different age groups. varying from 10 to 89 years 
of age, upon whom a diagnosis of gastric ulcer had been made. Sixty-four of these patients were less 
than 40 years of age and an equal number more than 70. The average age of onset of symptoms 
was 50 years, in contradistinction to the average age of onset of symptoms of duodenal ulcer being 
about 30 years of age. The disease is three times as frequent in males as in f 


Sixty per cent had gastric resections. Of these, 10.8 per cent were proved to have cancer. ‘This 


indicates 4 per cent s error in diagnosis of cancer in differentiation between gastric ulcer and 


neoplasm as compared to previous reports 

\ discussion attempting to explain the reduction in errors differentiating between benign and 
nalignant ulceration is presented. The average age of patients with “ulcer-cancer” was 51 years with 
an average of 114 years of gi symptoms. The symptoms in ulcer are of considerably longer 
duration. Achylia gastrica, after using histamine, occurs in about 40 per cent of carcinoma of the 


stomach. Not too much emphasis can be laid on the size of an ulcer nor its location in the stomach 


\ positive Papanicolaou smear of cancer cells is very important. Hlowever, in negative findings, 
is not conclusive. An associated active duodenal ulcer strongly suggests that the gastric ulcer. is 


Multiple gastric ulcers are usually benign. The rate of healing of a yastric ulcer is longer, if it 
in “ulcer-cancer”, than in benign ulcers. Only about 3 per cent are medical patients and 


97 per cent of the patients who had resections for gastric ulcers “were treated correctly”. 


The authors presented two criteria for operative procedures. (a) Gastric physiology must be so 
altered that there is no recurrence of ulceration. (b) ‘The amount resected must be equal to the 
amount that would have been resected if the lesion was actually known to be carcinoma. “It follows 
gastroenterostomy and vagotomy have no place in the treatment of gastric ulcer.” Various 
types of operations are then discussed. The final conclusion reached was that surgical intervention 


is indicated in approximately 75 per cent of patients with gastric ulcers \. X. Rossien 


THE OCCURRENCE OF GASTRIC NEOPLASMS IN YOUTHL M. Block, A. TfL. Griep and H. M 
Pollard. Am. J. M. Ses. 215:398-404, (April), 1948 


Gastric carcinoma in individuals 30 ve: f ave and vounver is a rare disease 


MecNeer (1941) found 501 cases below the age of 31, in a review of world literature, and 
reported 5 cases of his own from a series of 682 cases of vastric cancer. The authors refer to reports 
| } 
by Welch (1885), Walters, et al. (1940) and Walters, Gray and Priestly (1942). In a series of 
10,890 cases of gastric malignancy there were 90 below the age of 30 with cancer of the stomach, 
the youngest was a boy 18 years old. There has been a frequent tendency to overlook this diagnosis 


in youny patient Hyman |. 


3 
benign 


ABSTRACTS 


INTESTINES 


POLYPOID DISEASE OF TITE COLON. Louis A. Buie. Postgrad. Med, 5:177-183, (March), 1949. 

Probably twelve to fourteen per cent of persons over the age of forty have polyps in the colon, 
and one out of every ten per cent in this group has a polyp which can be discovered on proctoscopic 
examination. All polyps situated within reach of the proctoscope should and can be destroyed by 


fulguration. The removal of polyps higher in the colon requires general surgery. ‘The author details 
the methods of surgical removal for the various types of polyps. Many of the polyps are so small 


that they cannot be discovered by X-ray eXamination All polyps 4 the colon are carcinomas if 


they are not destroyed. The most important question concerning polypoid disease of the colon is 
not whether something should be done. but what should be done. Some individuals have a tendency 
to grow polyy s and, once a polyy has been discovered in the colon the patient hould be examined 
periodically thereafter Jacop A. Riess 


PaTHoLocy AND LaBorarory RESEARCH 


ENTERITIS NECROTICANS DUE TO CLOSTRIDIUM WELCHIL TYPE F. J. Zeissler and 

L. Rassfeld-Sternberg. Brit. M. J. No. 4597, Page 267, (Feb. 12), 1949 

The authors describe a new bacillus which they compare with Clostridium welch 
an enteritis necroticans. For this bacillus they propose the name Clostridium welchi type F 
The enteritis necroticans did not seem to develoy if a culture of this bacillus was fed to guinea-pigs 
but did develop if a one day old culture. using 5 ml. was injected into the lumen of the guinea-pig’s 
intestine. They conclude that it is probable that the ulceration of the intestine in enteritis necroticans 
is due to the B-toxin of Clostridium welchii type F. 


li as producing 


In vitro tests show that the organism is inhibited by 10 units of penicillin per ml. but not by 
smaller units; that it is remarkably sensitive to sulphamylon, U.S. and supronal which is a mixture 
of sulphamerazine and marbadal. The latter inhibits its growth in 1-10.000 solution. Sulphadiazine 
is not effective. 

Zeissler and Rassfeld-Sternberg borrow from others the clinical description of enteritis necrot- 
icans. The onset is usually acute with severe pain and rigidity in the left lower abdomen, vomiting, 
profused diarrhea, fever, circulatory collapse, increased blood sedimentation rate and moderate 
leucocytosis completes the picture. It is found that there is a necrosis with ulceration involving the 
terminal duodenum, jejunum, ileum and occasionally the colon 

Ruppert is quoted as stating that the prognosis was uncertain and mortality probably 40 
cent 

This article is of extreme interest and importance and may clarify hitherto unexplained fatal or 
near fatal diarrheas \. X. Rossten 


Liver AND Binary ‘Tract 


THE HEPATITIS OF HYPERTHERMIA; Editorial. Brit. M No . Page 279, (Feb 
12), 1949. 
This is an editorial dealing with the jaundice that may arise from 
damage resulting from hyperthermia instituted as a treatment for chronic ailments. As a rule. the 


the parenchymal hepatic 
lesion in the liver is mild with prompt recovery. In very rare imstances the outcome may be 
fatal from a resultant extensive necrosis involving the centrilobular zones. Intranuclear and intra- 
cytoplasmic eosinophile inclusion bodies are present in these necrotic areas just as they may be 
following fatal burns, yellow fever and Rift Valley fever. These inclusion bodies sugyest a virus 
as the causative factor. However, this is not conclusive. On the other hand, Brown and also Maegraith 
are quoted as having suggested that the necrosis is due to circulatory collapse during hyperthermia 

The editorial hypothesizes that an increase of blood through the liver’s double blood supply. 
when associated with any factors that tend to reduce the hepatic blood flow. could lead to central 
zonal necrosis. This, the editorial suggests, occurs in hyperthermia and may be the actual cause for 
the resultant hepatitis \. X. Rossien 


PANCREAS 


CHRONIC RECURRENT PANCREATITIS. A CLINICAL STUDY OF TWENTY CASES 
S. M. Maimon, Joseph B. Kirsner and Walter Lincoln Palmer. Arch. Int. Med. 81:56-72, (Jan.), 
1948. 

Chronic pancreatitis is an entity characterized by recurrent episodes of pain 

of the abdomen. 

The authors review the significant manifestations observed in 20 patients and direct attention 
to certain features which may be of diagnostic aid. There were 12 men and 8 women 
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Friedenwald (1937) noted more males than females in his series of 25 patients. Similarly 
Vachon (1942) and Comfort, et al. (1946) encountered more men than women. Distress was 
present in most of the patients for one to three or five years. The intervals between acute attacks 
of pain ranged from 2 days to 6 months. Mild transitory abdominal discomfort and vague digestive 
disturbances were present almost constantly in the majority of patients. Pain was the most fre- 
quent and outstanding complaint occurring in 17 of 20 patients, in 16 it was severe, constant and 
knife-like 

There was radiation of pain in 6 of the 17 patients, but it did not follow any distinct pattern 
Dyspeptic symptoms bloating, eructation, and vague abdominal distress were described by all the 
patients. Alcholol was of no importance in the development of the disease. Loss of weight occurred 
in 12 patients (60 per cent). Four had steatorrhea (pancreatic deficiency) the loss of weight 
averaging more than 25 | 
17 patients with pain. Serum amylase studies were made in 8 patients. In 3 cases an increase to 
1,500 units, 1,261 and 500 units respectively was noted. In 4. the levels were normal and in 1 a 


5 pounds. There was some tenderness during acute attacks of distress in the 


lowered level (40) was found 

lat hip he f the gallblad 
(here was no constant r ationsnhly vetween the roentgenologic visualization of the gallbladder 

ind the presence of pancreatitis. Mild to significant disturbances in carbohydrate metabolism were 


found in 10 patients. Mild diabetes was present in 4 patients. Steatorrhea was present in 5 cases 


(25 per cent) Pancreatic 


alcitications were demonstrated in 4 of these “steatorrhea” cases. Surgical 
ie duodenum by fibrosing 


yatients. Constriction of tl 


t 
pancreatic lesions may be roentgenologically demonstrable 


exploration was performed in 16 of the 20 


le that recurrent pancreatitis tends to pursue a prolonged and chronic 


The authors conclude 
course, characterized by repeated bouts of severe pain in the upper part of the abdomen. A diabetic 


type of curve, following oral glucose tolerance test during bouts of pain suggests pancreatitis. 
Steatorrhea is not uncommon Hyman I. Gorpstrin 


ACUTE PANCREATITIS. C. J. MacGuire and Alex J. Conte. Ann. Surg. 3:557-563, (Mar.), 1948 
The authors report their experience witl * pancreatitis at St. Vincent’s Hospital (New 
York) between 1936 and 1946. They include in their idy only cases with a sudden acute onset, 

with confirmed diagnosis by markedly elevated blood amylase, operation, or necropsy 
those cases showing marked edema of the entire gland without rupture or a rupture of 


} f 


operated or found at necropsy), a total of 


The internal s t if the pz is is mainly insulin. The external secretion of the pancreas 
(1) coagulable 1 n, inorganic constituents, (3) three enzymes, trypsin, protealytic, amylase 

lipase (lipolytic) 
ancreatitis there is ‘mporary diffusion of amylase in the blood. Amylase, in small 
amounts, is also found in urine, lymph, feces and milk. Marked elevations of amylase (blood) from 
500 units to high as 3,000 units most always found in acute pancreatitis (acute and sudden 
mset). The highest level is usually reached in 12 24 hours, and, at times, in 48 hours. Then there 
ecipitous fal Imes is a gradual d to the normal level in 2 to 6 days after 
Absence of a high | f amyla serum) within the first 6 to 24 hours after acute (sudden ) 
most tainly cludes acute pancreati This is not true after 49 hours. Serum lipase 1s 
and diminished sugar tolerance occur 


in 10 to 15 per cent 


“Clinical Biochemistry” incomplete and incorrect 

nary, as they state, of the physiologic chemistry involved 
Trumper’s work 

ire essential to the diagnosis of acute pancreatitis The 

pancre ititis should not be operated upon Tr e necrotic type 

1 shock subsides. It is not easy to differentiate between 

Hyman I. Goupstrin 


THE PRESENT DIAGNOSIS AND THERAPY OF CYSTIC FIBROSIS OF THE PANCREAS 
Dorothy H. Andersen. Proc. Royal Soc. Med. 42:25, (Jan.), 1949 

Changes in tl ancreas result from an abnormal secretion which is precipitated as eosinophilic 

of acini and ducts. Gradual atrophy of the acini leads to replacement by 

ccasionally by fat. The islands of Langerhans are not involved. Congenital 

ntestinal obs tion resulting from meconium usually deposited in the ileocecal region, is generally 

»bserved on surgical exploration. The meconium is hard and grey and cannot pass the ileocecal valve. 

The meconiun n be softened by lication of pancreatic juice which therefore suggests that the 


obstruction by the hardenec due to failure of pancreatic digestion 
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the gland with fat necrosis and blood exudate (cas; 
1) case in 1O vear ire included 
n about half the cases of acute pancreatitis, and glycosuria i 
The authors refer to Cantarow a 
reference, aithougnh they take this Drie 
’ ute pancreatit from Cantarow 
They conclude amylase reading 
cedematou tvpe ite (sudden) 
nouid receive ittention alter 
these two tvne 


ABSTRACTS 


The lungs also frequently have associated cystic fibrosis. Fatty liver in untreated cases, 
pericholangitis. Laennec’s cirrhosis, dried secretion in some of the bile ducts and a small gallbladder 
without bile have been observed as associated findings in these cases. ‘There 
that this is a hereditary disease. Intestinal obstruction often suggestive of being due to a volvulus 
with its clinical picture, is usually observed before surgery is carried out. Since this disease generally 
itself within the first few months after birth and since amylase is normally not found for 
i the absence of amylase from extracted duodenal 
juice as being of any assistance in the diagnosis of fibrocystic disease. The author uses the trypsin 
concentration of the duodenal juice as a means of determining pancreatic deticiency. Normal infants 
usually have a trypsin concentration of over 200 units per ce. while those with fibrocystic disease 
have less than 40 viscosimetric units per ce. with the vast majority being under 10 units. Where 
sbstruction is not complete. a steatorrhea, when fed whole milk will develop in case of 
these conditions upon microscopic examination 


is some indication 


» first 2 or 3 months of life. one cannot consider 


intestinal 
Kat droplets will be seen under 

may use one drop of a solution resulting 

diluted with water at 1:5. This drop is placed on a piece of x-ray film from which some of the 
gelatin has been scraped off. This piece of film. with the drop of diluted feces on it. is then placed 
in a covered Petri dish and incubated at 37° for one hour. In fibrocystic disease, there will be no 
digestion of the remaining x-ray film gelatin indicating that there is no trypsin present. These 
latter two tests may be used in place of the laborious procedure necessitated for viscosimetric method 
obtained by the viscosimetric determination 


determination. However, the most accurate results are 


from the mixture of one gram of feces 


of trypsin 

Andersen presents detailed 
only on the pancreatic lesion. but also on the associated pulmonary lesion. The diet should be low 
in fat and high in easily digestible proteins and carbohydrates. Supplementary Vitamin A, B-com- 
plex and K is indicated. Chemotherapy and antibiotics (penicillin) are used for the respiratory 
infections that usually develoy \. X. Rossien 


rogressive treatment for this disease. The treatment depends not. 
} 


PANCREATIC CYSTS. K. W. Warren. M. Clin. North America 53-760. (June). 1948 
In this series there are 9 females and 7 male Diabetes mellitus accompanied tl 
pancreatic cyst in 3 patients (Cysts secondary to acute pancreatitis ) 


avhen MIGRAINE attacks 


4 FIRST EFFECTIVE 


oral TREATMENT 
OF MIGRAINE ATTACK 


Sandoz proudly announces the first effective oral treatment of 
migraine— 

Clinical investigation’ demonstrated that 80% of a series of cases 
experienced good results. Best results were obtained in migraine, 
histamine and tension headaches. 

Friedman,” in a large series of migraine cases, found Cafergone 
55% more effective than ergotamine tartrate alone. 

Later reports*: * were equally favorable. 


. Horton, B. T., Ryan, R. E. & Reynolds, J. L., Proc. 
Staff Meet. Mayo Clinic, 23:105, Mar. 3, 1948 
Friedman, A. P., N. Y. State Jl. of Med. (in press). 

3. Ryan, R. E., Postgraduate Medicine (in press). 


® (ergotamine tartrate 1 mg.; caffeine 100 mg.) Hansel, F. K., Annals of Allergy (in press). 
(Experimentally identified as E.C. 110) 


SANDOZ PHARMACEUTICALS 


SAN 
ANDO? Originality + Elegance +» Perfection | Division of SANDOZ CHEMICAL WORKS, INC 
NEW YORK 14,N. Y. * CHICAGO6, ILL. * SAN FRANCISCO 8, CALIF 
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PAIN) SYNDROMES. TREATMENT BY 
Judovich, B.S.. M.D.. Instructor Neurology, 
Pennsylvania; Physician in Charge, Neuralgia Clinic, Graduate 
William Bates. B.S.. F.ALCS., Professor 
Medicine. University of Pennsylvania, Consulting Surgeon. 
Home for In 1 Surgeon. Wills Hos 
by Josey f Neurology. Grad 
of Pennsylvania, 181 i 3 
Company. Philadelphia, 
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title “Pain Syndromes’—Treatment by Paravertebra 


clinical experien e, by tt 


sulting General 


curables, Con 
skin. 


lade 


u 
) ) 


ustrations 


1949, Price $6.00 
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5 patients. There mmm papillary cystad 
hemorrhagic cyst, were found it 
disease. Simple incision and drainage 
was done im three lalization Ww performed, im one 
of these the cyst had t nd by dy ol the panecrea In 2 
rd 
f 
f Surgery, Graduate School of 
ibies’ Hospital and Philadelp} 
ital. Philadelphia, Pa.; Foreword 
Schon f Medicine. Universit 
3rd Edition \. Davy 
s, now ppearu under the new 
—is based u not ! Vear 
B Carnett 1 Wi « Memory 
e author 
Segmenta pain and tendernes were the tude B Carnett 
i , decades ago. later assisted by William Bates. and followed by Bernard Judovicl t the Graduate 
f iat spital of the University of Pennsylvania. As Joseph C. Yaskin emphasizes in his foreword— "The 
hi of the presence of tenderne significant objective finding in the 
The author emphatica vy teach that the various form f therapy nyections, et hould he 
nnled t qT, f nd nat ¢ 1} reac { pai They mforr an 
applied to the source Of pain ana not to The area pal cy, tively | Cary 
tL] pain and tenderness” in Chapter 1 (pages 3-21) 
ation to abdominal pain. and treatment: the dermatomes—the distribution of the 
periphera nerves—are brietly but adequately de ribed and illustrated (Cl pter 
the authors discu “Brachial Plexus Pain” (Chapter 5 the ilenus anticu 
y's cervical rib syndrome. Falconer and Wede 
mam obrachialyia statica) puresthetica, pan nd tenderne of the chest) wall— 
purely Viscer: pai ! eymenta pam ind tendernes re vIVel ol ideratior 
pain. scars and adhesions. low back pair nerve pain, occipital neuralgia, trive 
minal neuralyia. the contr f Wwhaney, mtraspina nd ammontiur ulfate, X-ray 
therapy. and chordotomy are all brietly mentioned. Frontal lobe topectomy and lobotomy for the 
relief of pain in incurable 1 wnacy are not discussed. Mvelotomy in place of chordotomy. is not 
closing three chapters (20. 21, 22 wer clearly and adequately the techs ot 
in MR, onerve | k nd paravertebral infiltration f the sympathetic vang 
This monograph is enthusiastically recommended 1 physicia 
Christian, A.M. M.D. LL.D. (Hon), MAAC.P.. Hor 
MLA Bostor 380 Oxford University Pre New 
“Bright's Disease” of about 380 page by n experienced iniciat 
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f the material is reprinted from Oxford Loose-Leaf Medicine. 
bringing the contents up-to-date 
the Imulatior f studies, and experience f the it ver 
There 1 i subject index of 13° pave and an exter ve bil yvraphy 
. including some from the literature of 1946 and 1947 
the uthor oncept the various type of renal disease, nd clint classiheation, 
om ted the pathological changes and etiological factor taught by the author 
HE decades. at Harvard University. and Peter Bent Brigham Hospit 
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There is an opening | ical note function and structure. 
roteimuria, cells and cas urine, Istry, \ acute an chronic ights 
Diseases, Pathology, and patl al physt y, are gi nple consideration ute hemorrhagic 
Bright 
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in patients diz mellitus with marked 

alized edet and lowered B.M.LR.), traumatic ur imyloido- 


Bright’s Disease (without nepl 

Disease, are considered in detail by i 
on Kimmelstiel-Wilson Syndrome (frequently 
albuminuria, hypertension and gener 


sts, sarcoidosis. renal cysts, and polycystic ney his mor is highly 


recommended for all practitioners of medicine, internes, an 


CURRENT THERAPY 1949—LATEST APPROVED METHODS OF TREATMENT FOR THE 
PRACTICING PHYSICIAN. Howard F. Conn, M.D... F r. Consulting Editors: M. Edward 
Davis, Vincent J. Derbes, Gartield G. Duncan. Hug! Jewett, William J. Kerr, Perrin H 
Long, H. Houston Merritt, Paul A. O'Leary Palmer, bart Re 
Sturgis, Robert El. Williams. 672 ompany hiladely 
1949. Price $10.00 
This new production by one of tl 
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imann, Cyrus C 
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members. In this fine volume of 672 | } j 
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medical students 
| 
are carefully and informatively described. The list of twelve con 
linicial from the tar west, middie west, and the east 
resented including endocrinology, hematology, metabolism and nutri- 
liseases, gastroenterology, dermatology and syphilology, nervous and 
olitis, constipation, diarrhe hepatitis, regior ileitis, pancreatitis, pept ilcer, 
the stomach and intestines, ani. hemorrhoids, and fissure-in-an 
of the skin includes seventy-eight pages of all the commoner 
Il on diseases of the blood and spleen consisting of 21 
inemias, Banti’s Disease, feta hemo 
lycythemia vera. A most concise and inst: 
em of 46 pages ts included. Informatively are 
pectorl coronary oO lusion \ ronary SIs 
endocarditis, congenital heart disease, rheumatic fever and hy 
Judd. MLA 
mibur P 
Ustration 
OUS pare | A. Day ( ny. P dely 1947. Price 
e authors wfsh “to present nese. practical, and systematic 1 ual of diseases 
hally suited to the need I the vene ! ul ng phvs i! i We the medica 
mu and resident. [t has not beet nned for the specialist nor wit! im to complete 
originalit 
In this, the author has we ucceeded with the result that vyreat many student young 
phvsiciatr residents. and general practitioners w find inne great help for better under 
taunding of diseases of the chest 
Phe author in able thoraci urgeo! wit art liar mterest tuberculosis the ungs and 
There is an instructive section (Part IT my d vsiology of the rax. followed by 
| Listori paragraphs sucl the “Histor f Phrenic Nerve Interruption, and 
Data on Sarcoidosis”. make interesting reading 
Artificial pneumothorax” (in 52. page early presented. Pneumonolysis. thy 
tracheobronchial tuberculosis. pulmonary abscess. bronchiecta pleurisy, icosis, cystic 
the lung. neoplas: f the lung, fungus disease the lung arcoid injuries of the chest. and 
tuiareml pneumonia are reasor ibly Wwe vered | “Mis el imeou Aids In | 
(Part IV) includes brief, but informative discussions. of bronchoscopy and es:p == 
to thoracic disease. hemoptysis and streaked sputum. bronchoeraphy., 
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procedures. demonstration of tubercle bacilli, mantoux test. detection of blastomycosis, cutancous 
test for coccidivides (coccidioidin) and gas analysis in hydropneumothrox. ‘There is a bibliography 
of about 200 references. and a helpful index 


INTIN Al. OPER VTLONS. Rodney Maingot, Surgeon to the Royal Free Hosy ital and 
the Southend General Hospital. London, England. Ulustrated, 1274) paves. Second bdition 
\ppleton-Century-Crofts. Inc.. N. 1948. Price $16.00. 

Phe array of contributions indicates the high quality of this excellent’: volume dealing with 
irgical diagnosis and surgical technic 


The book is divided into eleven parts. each one complete in itself. For example. the reader will 


nd in part two dealing with the stomach and duodenum, a complete resume of the medical and 


clinical 
and treatment. In this part various other stomach conditions are discussed including ulcer of the 
stomach and duodenum: gastric and duodenal fistula; vayotomy: management of bleeding peptic 


ulcer. medical and surgical, and cancer of the stomach. 


aspects Of acute dilatation of the stomach. Also discussed is the morbid 


The pancreas. the gallblad and bile ducts. the he appendix, the large and= small 
intestines are treated fully 


Postoperative cl complications, diaphragmatic | ia and portal hypertension receive due 
consideration 
The author discusses postcaval shunt and splenorenal anastomosis, and credits Whipple and 
Blakemore with saving many patients who were given up as hopeless. 
The illustrations and tables are clear, explanatory and add a great deal to the value of the book. 
‘The author's index is extensive, occasional errors are noted in the names, for instance on page 
1243 instead of Weiss it ts S} elled Weis. but these slight errors do not make the book less valuable 
There is one suzgestion that the reviewer offers, that references should follow the chapter rather 
in it be interspersed in the text. This at times makes tt a litthe awkward as the reader has to. stoy 
interrupts the flow of thought 
The volume Is recommend 


HUMAN BIOCHEMISTRY. Israel S. Kleiner. 2nd Edition. Hlustrated, 77 black and white. 
colored. The C. V. Mosby Co.. St. Louis. Mo.. 1948. 649 pages. Price $7.00 


In the chay ter on enzymes the author has eX] anded the sections on inhibitors and inactivators. 
clarifying as far as possible the distinction between “activators” and “coenzymes”. He suggests the 
term “accelerator” be used instead of “activator”. 

In the chapter on digestion the very attractive carbonic anhydrase theory of HICL formation 

been omitted. It will be remembered that Davenport. the proponent of this theory. himself wrote 


“In Memoriam” and this omission was necessary. 


On the other hand the new Frazer Theory of fat digestion and absorption is viven in) detail 
208 and p. 380). This new concept explains many of the questions in’ fat metabolism hitherto 
answered 


Apart from yvastroenterology it should be said that the new edition brings up to date many other 
important sections. The relation of “ferritin” to tron-uptake is only one of a number of interesting 
additions and the inclusion of an entire chapter on “Chemical Structure in’ Relation to Biological 
Phenomena” is very welcome. This chapter includes discussion of “detoxication” and “biochemical 
antavonisty including the new antivitamin phenomenon 

Althoug! the new edition exceeds 1} first by 7¢ }s 1 i not too long and is just at 


convenient and readable as before 


THE 1948 YEAR BOOK OF GENERAL MEDICINE. 820 pages. Year Book Publishers. Chicago, 
1948. Price $4.50 
Since antibiotics are still riding high in current medical research and practice. it is not. surpris- 


ing that this subject occupies the PACE of honor in the 1948 Year Book ol Medicine. The first 


150 pages are devoted to Infectious Diseases. not only of the more common varieties but also such 
as Rickettsialpox. Leptospirosis. Coccidioidomycosis. Salmonella. etc. The treatment. antibiotic and 


other. is discussed in the synopses of the various papers 


The readers of this Journal. of course. will be most interested in the section on Diseases of the 
Digestive System and Metabolism. edited by George B. Fusterman. Here. briefly but adequately. 
are abstracted the more interesting and the more important papers of 1948. Almost every phase of 
the subject is covered. 

One paper advises endoscopic dilation rather than surgery in cicatricial stricture of the esophagu 


“Results of adequately planned esophageal dilatation are for the most part: excellent.” 
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BOOK REVIEWS 


An interesting report is that of th se of peptic of th vhagt h severe bleeding 


controlled with Oxycel 

An article on esophageal hiatus hernia 
matic finding.” 

One author states that the n lity stomach and intestine disturbed in 
hydria. “The therapeutic dose of ‘| has n t on acidity of the stomach contents when 
acid is taken with meals.” 

Interesting is the paper which stresses the difhculty of differentiating 
malignancy. The former may be due to ulcer, gastritis, pyloric hypertrophy 
or appendix disease, and” renal or cardiac disease. Sometim i diagnosis 
laparotomy. 

An important paper. in view of recent) advances 
etherency of the gastrointestinal tract after resection 

One report deals with 16 cases of prolapse of 
duodenum which were diagnosed by x-ray 

Postbulbar ulcer of the duodenum is uncot may cause hemorrhage and, when 
occurs, a careful examination of the region must be m nich id incisura Opposite 
diagnostic signs 

Acute ulcer was found in 60 peo 
negative. 

Crohn reports that in 102 cases of hemorrhage. the cause could not be found by any di eNOSti 
method: in some, not even at autopsy. Meulengracht‘reports that of 1.031 patients with hemorrhage 
treated with his diet only 26 died; in these. very la ry multiple ulcers were found at autopsy 

Because 10 per cent of patients treated for gastric ulcer prove to have malignant « ase. Lahey 
urges radical subtotal gastrectomy for all ulcers. In a comment on tl per. Eustermar 
expresses violent) disagreement with thi reserves Vi my rastrojeyunal ulcers 
only. Gastric and jejunal ulcers sometimes fter vagotomy 

Gastrectomy and vagotomy reduced gastric secretion abor } mut tl former 
reduced acidity More than the latter \ combination } Twi od ill st vastree 
tomy ulcers 

Eusterman comments as follows on severa pers on vagotomy: “Vagotomy is no panacea for 
uleer by any stretch of the imagination. Partial gastric resection still the operation of choice. In 
our judgment the indications for vagotomy are: in treatment of jejunal ulcer following partial 
gastrectomy or gastroenterostomy al in combination with posterior gastroenterostomy for 
duodenal ulcer ) gastric resection is not feasible.” 

: 


le to the 1 \ tl paper bstracted 


Space does not illus 

book with many n litor. Fusterma 
The reviewer can only 

will be of the greatest a : pl vsicians 


evaluate. the extensive medi ture of t 


1948 YEAR BOOK OF GENERAL THERAPEUTICS. by . MLD. 
F.A.C.P.. Professor of Clinical Medicine. Tulane University School of licine, ete. 465 
pages. Year Book Publishers. Chicago. 1948. Price $4.50 
The sulfonamides and antibiotics are corded first place in this volume; 13 "CS devotee 

to them. In introducing the abstract n Strey iwein the editor states that the 1 tendency 

doses than formerly 
It was a little surprising no » find menti 
this volume. not even in the index. The 1949 


subjects. By that time we may have some mo 


An interesting abstract f a paper , f undetermined cause 
Meni¢res syndromes reports good results m tl f 1} prvridaxine 
editor adds a saving that nicotinic acid given orally ts 
On page 221 is an abstr ) vaper by Levy and Boa 
id no effect at alli cart iscase ic following pag stract 1 Vovelsane. 
Shute and Shute stating that in 1.5 i “Vitan known drug 
in heart disease. ind certainly he 


Iwo papers are devoted to myanesin. It re 


fully used in hemiplegia and Parkinson's Disease 


Another interesting paper is on Tlstamine in the treatment 
The abstracts are brief but give a clear picture of tl inal articles. Vhe illustrations and the 
editor's comments on many of the articles greatly il f book 


$59 
| 
previous one 
or the knowleda¢ 
present day 
Let l led f +} 1, 
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"KHE SALICYLATES. A CRITICAL BIBLIOGRAPHIC REVIEW. Martin Cross, M.D.. Assistant 
Professor, Research Assistant. Laboratory of Applied Physiology. Yale University and Leon A. 
Greenberg, Ph.D.. Asssociate Professor, Applied Physiology, Yale University. 380) pages 
house Press, New Tlaven. 1948. Price $6.00 
The bibliography upon which this volume is | 1 is me than 4.000 reference 

Phe authors gn mteresting | rical review fron im Hippo nd Ce 


yuice Of the ) SCasCs. al willow tree im 


crates recon { 
childbirth. Boer| n 1751) reathrm | fullness ite as ad ic and employe 
“Lachrima betulae” of the birch tree n f the wintergreen 


Reverend EF. Stone in 1763 noted the antipyrett of salicylate acid 
became available in 1874. MacLagen began |} ork in 1874 (before Stricker 
his use of salicyl 1 eight cases of rheun ve Vhe Hottentots in 
the bark of the willow trees in \ ¢ diseases. David Mowry. o He. Ohio in 
1865, used a concoction o k llo voplar. dogwood, prickly ash. wild cl v and white 
h trees in water. for trea 1 
Acetylsalicvlic acid was prep 
first used clinically for rheumati 


aspirin im 


Phe 


plant 
| 
eneral medical practice 
author discu the and properti ol the fate f ievilate the 
body, pharmac gV and toxicology therapeuti IS€S, nd ing with a 
most compiete bibliography of 172 pare with 4.093 reference 
4 1 14 1 1 
This book is recommended for a ibranies hospit medical schools, phart } 
f ¢} } 1 } } 134} ] | 
OT all hose imterested suci critica review Wa and time-taking Work 


POSTGRADUATE COURSE 
in 


GASTROINTESTINAL SURGERY 


Jointly sponsored by the 
NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
PosTGRADUATE Division or Turrs CoLLeGe Mepicat SCHOOL 
and 


First AND SECOND SURGICAL SERVICES OF THE Boston City HosPItTau 


To be conducted at the 
Boston City Hospital, Boston, Mass. 
27, 28, 29 October 1949 
under the direction of 


DR. OWEN H. WANGENSTEEN, Professor of Surgery, 
University of Minnesota Medical School 


assisted by 
Present and former members of the staff of the 
Boston City Hospital and other distinguished guest lecturers 


LORD ALFRED WEBB-JOHNSON, President, 
Royal College of Surgeons, London, England, 
will participate in the course, 


Course Limited to 250 Fee $35.00 


This course has been approved for Veterans 


For information and enrollment write to: 
NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
DEPARTMENT GS | 1819 BROADWAY 
NEW YORK 23, N. Y. 


When an 
INTERNAL ANTISEPTIC 


per os or per rectum is indicated, the germicidal activity and 
lack of toxic action point to 


Magy 


as the 
LOGICAL 
THERAPEUTIC AGENT 


The logical selection for combatting microparasitic invasion, whether local or 
systemic, should be a resorbent, non-selective and parasitotropic agent, devoid of dis- 


cernible organotropism. 


Alpha Naphco, administered internally, tends to accent the appetite and to 
change the color of the urine, darken the defecate and reduce the fecal odor sometimes 
to zero. This indicated killing of the proteolytic bacteria affords a simple check upon bac- 
tericidal utility. No toxicity, no adverse action upon blood bodies (as tested upon the 
human subject) nor upon normal cell life processes (as evidenced by the microrespirator) 


results. When taken internally Alpha Naphco is excreted through all the emunctories. 


Based upon extensive animal investigations the relative parasitotropic and 
organotropic activities indicate 123.4 as the chemotherapeutic index of Alpha Naphco 
Liquid. This margin of safety permits extended freedom of dosage as internally in- 


gested or externally applied. 
Literature and samples on request. 
Carel Laboratories 


12512 WEST WASHINGTON BLVD. 
CULVER CITY, CALIFORNIA 
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DIATUSSIN 


Bischoff) 


Wracking, frequent cough can lead to such grave complications as broncho-+ 
pneumonia and hemorrhage. In the elderly, especially, paroxysyms of cough- 
ing may be so severe a burden as to delay or prevent recovery. DIATUSSIN, 
however, can quickly control dangerous, excessive coughing. 

Non-narcotic, DIATUSSIN-Bischoff modifies a cough without destroying the 
valuable cough reflex. Rather, DIATUSSIN reduces cough-frequency while 
enhancing productivity. Obviating the dangers of oversedation, it is a safe 
antitussive even for the elderly patient and the young child. Palatable and 


well-tolerated gastrically. 


Safe Non-narcotic + Pleasant Quickly effective 


DIATUSSIN-Bischoff concentrated extract, 2 to 7 drops daily 
DIATUSSIN Syrup each teaspoonful contains 2 drops of concentrated extract 


DIATUSSIN ALCOHOL S% 
(extract of drosera and extract Aqueous dextrose base. 
of thyme, equal parts.) 


Clinical supply of DIATUSSIN together with literature, gladly sent on request of physician. 


ERNST BISCHOFF COMPANY, INC - IVORYTON, CONN. 
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“Buy U.S. Savings Bonds 


during the Opportunity Drive,” 


SAY 


THESE LEADING AMERICANS 


PHILIP MURRAY, President, 
Congress of Industrial 
Organizations 


“The C.1.0. has endorsed every 
effort to encourage the worker to 
put more of his earnings into U.S. 
Savings Bonds. They represent 
both security and independence.” 


CHARLES F. BRANNAN, 
Secretary of Agriculture 


“T am heartily in favor of the 
Opportunity Drive to buy more 
U.S. Savings Bonds. Everyone en- 
gaged in farming should recognize 
the importance of a backlog of in- 
vested savings as a means of realiz- 
ing the agricultural opportunities 
of the future.” 


“I believe that every individual 


WINTHROP W. ALDRICH, 
Chairman, Chase National Bank 


WILLIAM GREEN, President, 
American Federation of Labor 


“For the working man, an in- 
who can possibly do so should buy creased investment in U.S. Sav- 
more U.S. Savings Bonds. These ings Bonds can mean not only 
bonds represent one of the best in- increased security but increased 
vestments of our time.” ability to take advantage of the 


opportunities in America today. 


S. Savings Bond Oppor- 


URING May anp the U. 
) tunity Drive is on! 


Itis called the Opportunity Drive—because it is truly an oppor- 


tunity for you to get ahead by increasing your own personal 
measure of financial security and independence. 

If you haven't been buying Savings Bonds regularly, start 
now. 


If you have been buying them. add an extra Bond or two to 
your purchases this month and next. Remember—you'll get 


back $4 for every $3 in a short ten years’ time! 


Put More Opportunity 


in Your Future... 


INVEST IN U. S. SAVINGS BONDS 


any 


Contributed by this magazine in cooperation with the 


Magazine Publishers of America as a public service. 


t44 
3 
if 


WINTHROP-STEARNS 


inum hydr 
me The first brand of Aluminy 


New 13,.N. Y. Winosor, Ont 


Trademark Reg. U. S. Pat. Off. & Canada 


PEPTIC ULCERS... 


A conservative estimate places 
the incidence of peptic ulcers 
at 5 per cent of the U.S. population* 


The great majority of this vast group of patients 
need a year-in and year-out program of rest, 
diet and acid neutralization. 


Creamalin, the first aluminum hydroxide gel, 
readily and safely produces sustained reduction 
in gastric acidity. With Creamalin there is no 
compensatory reaction by the gastric mucosa, no 
acid “rebound,” and no risk of alkalosis. Through 
the formation of a protective coating and a mild 
astringent effect, nonabsorbable Creamalin 
soothes the irritated gastric mucosa. Thus it 
rapidly relieves gastric pain, speeds heal- 
ing and helps to prevent recurrence. 


AVERAGE DOSE: 2 to 4 teaspoonfuls 
in ’2 glass of milk or water every 
Fj two to four hours. 


Supplied in 8 fl. oz., 12 fl. oz. 
and 16 fl. oz. bottles 


oxide gel 


*Bureav of Health Education, AM.A. Hygeic, 24:352, May, 1946. 
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An ULU Larminative 
Proves Its Value 


Since the days of Hippocrates physicians have prescribed garlic as a 
carminative. Recent research has demonstrated the modus operandi 
of its therapeutic action. 


It is now known that dehydrated garlic has a delaying action upon 
excessive motor activity of the stomach and intestines. Hence it is 
directly useful in the treatment of gastro-intestinal neuroses accom- 
panied by hyperperistalsis. 


ALLIMIN Garlic Tablets were tested clinically in a series of patients 
with functional dyspepsias and gastric neuroses. The results showed 
relief of discomfort and heaviness after eating in 84‘,, of belching in 
88',, of flatulence in 84‘,, of gas colic in 87‘; and of nausea in 75%. 


ALLIMIN is the original garlic tablet recommended for use as a car- 
minative. Each tablet contains 4 3 4 grains of dehydrated garlic, flavor 
modified with dried parsley and sugar-coated for palatability. 


The recommended dose is 2 ALLIMIN Tablets after meals with a 
little water. Best results are obtained when the medication is continued 
three times daily. The tablets should be swallowed whole, not chewed. 


ALLIMIN Garlic Tablets are supplied in packages of 25, 60 and 250 
tablets at all pharmacies. 


Literatureand Professional Samples Uprou Request 


The Safe, Effective CARMINATIVE 
for Long-Continued Use 


VAN PATTEN PHARMACEUTICAL Co., Chicago 26. 
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Controlled action in digestive distress 
When pain, heartburn, belching, 
nausea, or unstable colon are due 
to gastrointestinal spasm, Mesopin 
provides an effective means 
for prompt relief. Its selective antispas- 
modic action on the digestive tract 
controls spasticity with 
virtual freedom from M 
the undesirable = S O ( 
side effects of atropine gelective 
or belladonna. gastrointestinal 
Thus, symptomatic relief antispasmodic 
of many spastic 
disturbances of the stomach 
or intestines can be 
achieved with discrimination 
and greater safety. 
Supplied: Mesopin (2.5 mg. per tablet) 
is available on prescription in 


bottles of 100 tablets 
Samples sent on reques! 


*brand of homatropine methy! bromide 


Endo Products Inc., Richmond Hill 18, N.Y 
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FLAKE Protein Dietary in 


[THIN-WALLED] PEPTIC 
AGAR— 


Ask Your Regular Supplier For It 


Unique and unlike all others, 
American Flake Agar presents 
this accepted colloid ina new 
form. Not flat, thick and solid 
...but an air-y Flake with thin 


walls to allow speedy access of 


liquids...give rapid absorption 
of water and other body fluids. 
American-madeto meetAmer- 
ican standards, its quality is 
uniform... its purity high... 
surpassing U.S.P. XIII. Clean. 
Doesn't ball up or string. 


Weinuette its testin laxative cases, 


GRATIS Write for Professional sample 


end additional information. It is free. 


AMERICAN AGAR & CHEMICAL CO 
P.O. BOX 431 ¢ SAN DIEGO 12, CALIFORNIA 


The Review of Gastroenterology 


1819 Broadway 


New York 23, N. Y. 


Enclosed please find $.... 
which you are to enter my sul 
Tue Review or GASTROENTEROLOGY, 
ing with the 


indicated below. 


[] 1 year $5.00 | 
($7.00 foreign) 


2 years $9.00 
($13.00 foreign) 


Name 


Address 


City Unit State 


Laboratory and clinical studies 
have shown the value of Knox un- 
flavored Gelatine as an acid neu- 
tralizer, thus making it an effective 
inhibitor of gastric acidity and 
peptic activity. 

Knox Gelatine, taken frequently 
in water, milk or fruit juices, helps 
control the gastric secretions and 
affords relief from painful symp- 
toms. Unlike the ready-flavored 
gelatine powders with their high 
sugar and acid content, Knox un- 
flavored Gelatine is all protein, 
thus supplementing an important 
factor frequently deficient in the 
diet of peptic ulcer patients. 


‘*The Peptic Ulcer Dietary”’ 


published by the Knox Gelatine Company, 
describes in detail the use of gelatine in the 
management of peptic ulcer. It is yours for 
the asking. Address Knox Gelatine, Dept. 


J-9, Johnstown, N.Y. 


Gelatine U.S.P. 


ALL PROTEIN » NO SUGAR - NO FLAVORING 


KNOX 
pARKLing 
— 
| 
KNOX 


IN THE TREATMENT OF PEPTIC ULCER 
PROTOLAN tear 1s 


PALATABLE 


WELL-TOLERATED 
e ECONOMICAL 


PROTOLAN, the new Soya- 
Bean Protein Hydrolyzate, is 
an enzymatic digest of de- 
fatted Soya-Flour and Yeast, 
artificially flavored for oral 
administration. PROTOLAN 
supplies a full complement 
of the natural-occurring 
Amino acids and B-complex 


factors so essential to normal 


A 


growth. 


*FREE reprints available describ- 


CLO 
company ing this new Protein Hydrolyzate 


rmaceuticals for the proferre” 
ma mane 


and its use. Ask for article entitled 


“A New Protein Hydrolyzate for 


Available in 6 oz. & 1 Ib. jars the Treatment of Peptic Ulcer’’. 


Literature and clinical supplies upon request 
Made in U.S. A. by 


THE LANNETT COMPANY, INC. 


Ethical Pharmaceuticals for the Profession 


PHILADELPHIA 25s, PA. 
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Soft-diet patients 
down in the mouth ? 


And 


6 varieties: 


Beef, lamb, pork, 
veal, liver, heart 


SWIFT & COMPANY 


Chicago 9, Iliinois 


Simply putting soft foods ona tray is no 
assurance that patients will put them 
away. Phat’s why so many physicians 
today are recommending Swilt’s 
Strained Meats 


they're sure patients willeat ! Prepared 


flavorful, real meats 


specially, soft and smooth, Swift's 
Strained Meats are so good they tempt 
even the most apathetic appeutes! 
Nutritionally, Swift's Strained 
Meats atford an excellent base for a 
high-protein, low-residue diet. They're 


highly digestible—easy to eat. Rich 


in biologi ally valuable proteins, they 
make available simultaneously all 
known essential amino acids—for opti- 
mum protein synthesis. Further, Swift's 
Strained Meats supply hemapoeitic 
iron and goodly amounts of natural B 
vitamins. Let protein-rich Swift's 
Surained Meats put. palatability in 
menus for your soft-diet patients! 
Po vary patients’ menus, six difler- 
ent Swift's Strained Meats: beef, lamb, 
pork, veal, liver, heart. Convenient 


ready to he il and serve! 


FOR JUNIORS 


For patients who 
Meats can take foods of less 
fine consistency 
Swift's Diced Meats 
offer tender morsels 
of nutritious meats 
with tempting 
flavors patients 
appreciate 
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| Perk up appetites with Ys Ney 
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Hemosules 


Trade Mark 


A New Hematinic Preparation... 
Tailored 


to the 


Successful 


Treatment 


of 


Hypochromic 


Anemias 


The recommended J daily dose of 6 capsules For Therapy 
in hypochromic anemias: 
I Ferrous Sulfate. . . (15 gr.) 972.0 mg. two (2) HEMOSULES* 
Liver concentrate 1:20. (15 gr.) 972.0 mg. three times a day after meals. 
Folie acid 1.5 mg. 
Thiamine hydrochloride For Prophy laxis 
vitamin B,) 60 mg. “. 
Riboflavin (vitamin B,) 6.0 mg. 


Niacinamide . . 24.0 mg. in conditions predisposing 


toward anemic states, 

i.e., pregnancy, fever, 

respiratory disorders, 

infectious diseases, nutri- 

tional disorders, ete.: 

one to three (1 to 3) 

HEMOSULES* daily, 

or more, as prescribed 

by the physician. 

William R. Warner & Co., Ine. HEMOSULES* ‘Warner,’ 
hematinic capsules, are available 


New York «+ St.Louis + Los Angeles in bottles of 96 and 250. 
*Trade Mark 


Pyridoxine hydrochloride 

(vitamin Be) . . 3.0 mg. 
Calcium pantothenate 3.0 mg. 
Ascorbic acid (vitamin . 90.0 mg 
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GEL (ANTACID) 


4 


AMPHOJEL 
GEL (DEMULCENT) 


~ 


10 15 20 25 30 35 40 
MINUTES 
The reaction rate of Amphojel and its component gels. 


antacid 
demulcent 


the double action of AMPHOJEL 


1, Alu 


Aluminum Hydroxide Ge 


An pl oO el 

mina Gel Wyeth — is unique because it is 
I] xture of two essentially ditter 
of alumina gel, one having an ant- 


the other a demulcent action. 


instantly stops gastric 
mildly acid 


l 


WISHES 


WYETH INCORPORATED, PHILADELPHIA 3, PA. 


acid effect... 
corrosion and. estal 
environment 
The “demulcent provides a prolonged 
local protective ettect, and might be likened 
Thus,-through its double actior Amphojel 
| Oe, 
you an excedent preparation for use Sy 
iwement Of peptic ulcer 


